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Emergency Problems Facing Hospitals 


fense. This applies with greater emphasis 

when our country is preparing for its de- 
fense, or is on the verge of engaging in war. The 
health of the people is its most valuable asset in 
either instance. The physical welfare of the pros- 
pective soldier and the health of the worker in 
defense industries, the farmer, and the laborer, 
are the responsibility of the hospitals and the 
medical profession. 


f tense. Th are the first line of civilian de- 


When our country is about to engage in war, 
the maintenance of efficient service in keeping 
with accepted professional standards, without im- 
pairment or interruption, is the first ‘concern of 
our hospitals. The Government and our people 
charge them with the responsibility of extending 
this service and securing its permanency. The 
hospitals accept this responsibility willingly, not 
only as their contribution to our country’s de- 
fense and ultimate victory, but as an earnest and 
unswerving loyalty and renewed devotion to the 
health service in their communities. 


The fact that our country is on the verge of 
war seems inescapable. Our President, the Com- 
mander-in-Chief of our armed forces, concluded 
his Navy Day address with this forceful perora- 
tion: 


“We Americans have cleared our decks, 
and taken our battle stations.” 


If our country is threatened—and the Presi- 
dent would not have made such a declaration un- 
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less he thought it was seriously threatened—the 
course which our hospitals must pursue is clear 
and unmistakable. Whatever criticisms we may 
have expressed in. the past, whatever our indi- 
vidual differences as to governmental policies, 
however great our wish to remain at peace, un- 
involved in the world turmoil and war, all must 
be composed and as a united group we must pre- 
pare to do our full duty as good citizens and ad- 
ministrators of responsible institutions. 


As great as have been our preparations for our 
country’s defense, they must be doubled and re- 
doubled, and our plans and our efforts must be 
consecrated again to the purpose which nation- 
ally and individually is most important: that our 
country may emerge victoriously from any war 
in which it may engage. It will mean further 
sacrifice, increased labor, and added handicaps in. 
the administration of our hospitals. But this is 
no new experience; hospitals have served well in 
times of equal stress, and whatever difficulties 
may present, they will stand united, following 
sound precepts and proven policies. Each hos- 
pital will give of its strength to help a weaker 
brother. It will share its supplies, divide per- 
sonnel if necessary, help in a thousand different 
ways so that each institution may perform its 
allotted service smoothly and efficiently. 


The Problem of Personnel 


The first great sacrifice which we will have to 
make is in the drafting of our personnel, both 
professional and lay. In times of war, our armed 
forces must be served with competent and quali- 
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fied physicians and nurses, and other trained 
technical personnel. This is a sound and natural 
sequence to our participation in armed conflict. 
No one would have it different. 


The solution lies in training new personnel to 
replace those called to the colors; to recall into 
more active service with the hospitals the physi- 
cians and nurses who in years past have staffed 
them and who by reason of age, disability, or 
other sufficient cause have been inactive. An in- 
creased number of technical personnel must be 
placed in training. Men and women who are not 
accepted for duty with our armed forces may still 
render an invaluable service to their country by 
training for civilian service in the care of the 
sick. The time for procrastination is past. Action 
is imperative. The hospital that trains its per- 
sonnel in numbers sufficient to meet replacement 
demands will not be seriously inconvenienced. 


The Federal Government will bear a portion if 
not all of the costs of such training. Preparatory 
to providing adequate training of needed per- 
sonnel, the United States Public Health Service 
and the American Hospital Association are send- 
ing a questionnaire to each hospital. As a patri- 
otic duty each hospital should accomplish this 
questionnaire and return it promptly. 


The Even Flow of Hospital Commodities 


The hospitals will not be seriously handicapped 
for lack of essential commodities for their con- 
tinued operation. In a list of twenty-five clas- 
sifications, comprising a large proportion of es- 
sential supplies and equipment, hospitals have 
been granted an A-10 priority rating. In special 
instances, this favorable rating may be bettered. 
New classifications will be added from time to 
time to the important list of twenty-five. There 
is no question but that the Priorities Division 
under the Health Rating Plan will do everything 
humanly possible to insure the even and unin- 
terrupted flow of essential commodities to our 
hospitals. 


Repairs and Maintenance 


On October 16, Preference Rating Order P-22 
was amended to read: 


§958.1 Preference Rating Order P-22 


“For the purpose of facilitating the acqui- 
sition of Material for the maintenance and 
repair of the property and equipment of pro- 
ducers as hereinafter defined, and the con- 
tinued operation of the property and equip- 
ment of such producers, a preference rating 
is hereby assigned to deliveries of such Mate- 
rial upon the terms hereinafter set forth. 
Such terms shall control until such time as 
the Office of Production Management certifies 
specific quantities of such Material to which 


the preference rating herein assigned may 
be applied, or until the Office of Production 
Management may specifically. limit produc- 
tion by any type of producer or withdraw 
any type of Material from use by such pro- 
ducer, or until the Office of Production Man- 
agement may issue an order specifically re- 
lating to the maintenance, repair and opera- 
tion of the property and equipment of any 
type of producer. 


“(a) Statement of policy. It is the pur- 
pose of this Order to effectuate the policy of 
the Supply Priorities and Allocations Board 
in maintaining governmental, charitable and 
industrial property located in the United 
States, its territories and possessions, upon 
an adequate operating basis, without expan- 
sion or improvement of facilities except 
where duly authorized or approved. The 
terms and conditions of this order are to be 
interpreted in conformity with this ex- 
pressed policy.” 


Included in this order, and the order applying 
to them, are hospitals, clinics, and sanatoriums. 


New Buildings in Defense Areas 


Appropriations for additional units to existing 
hospitals in defined defense areas have been 
made in considerable number. The benefits of 
this law are definitely apparent. That additional 
grants will be made is certain, and to an impor- 
tant extent the problem of the hospitals—to pro- 
vide facilities to care for defense workers—has 
been solved. Undoubtedly there will be further 
Federal financial support provided for increased 
hospital facilities as needed. 


Hospital and Medical Care for Special Groups 
Such as Workers in Defense Industries 


There will be increasing Federal participation 
in hospital and medical care. Plans for providing 
such care for special groups, especially for work- 
ers in defense industries, are being given serious 
consideration. The physical reconstruction of re- 
jectees under the draft, the hospital and medical 
care necessary to remedy the disqualifying cor- 
rectible physical defects, will be provided at Gov- 
ernment expense. 


Finances 


The growing costs of hospital commodities and 
hospital services constitute an economic problem 
which every institution must face. Food, fuel, 
and labor have increased from 30 to 50 per cent; 
excise and utility service taxes undoubtedly will 
be charged against the hospitals. In spite of a 
satisfactory bed occupancy, the proportion of hos- 
pital operating costs paid by the patient has not 
materially increased. The problem is a serious 
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one. Hospital rates must be equably adjusted to 
meet these increased costs, and a horizontal raise 
in rates is sound economic policy and is the par- 
tial solution. 

New Construction 


Hospitals contemplating new construction 


should take the precaution to have their projects 
approved, in order that the necessary priority 
ratings for the needed construction materials may 
be granted. To neglect this important procedure 
might occasion embarrassing and expensive de- 
lays before the new construction is completed. 


Any new construction program should be care- 
fully studied and based on sound reasons. Con- 
struction costs are mounting and probably will 
be higher. Hospitals should proceed carefully 
and only after the costs of construction have 
been well financed. The prosperity of today may 
be followed by a serious economic depression, 
and hospitals pledging future revenues, depend- 
ing upon favorable earnings, may be seriously in- 
convenienced when bed occupancy and income are 
reduced. Following the last war many hospitals 
were in serious financial distress because of their 
commitments to ambitious construction projects 
which were only partially utilized when low bed 
occupancy became further reduced. Prudent hos- 
pitals will not hazard their financial future by 
building beyond their needs under existing con- 
ditions. 

Financing Hospital Operation 


A greater participation in the financial support 
of hospitals by the Federal, state, county and 
municipal governments may be reasonably an- 
ticipated. More and more, government is ac- 
cepting the responsibility of providing hospital 
and medical care for those who are in need and 
cannot pay, as well as for its employees who may 
be covered by Federal and State Compensation 
Laws. It is probable that the Social Security 
Administration may make provision for payment 
for these services, at least in part, for the aged 
and unemployed beneficiaries of the Social Se- 
curity Laws. 


But the major part of operating costs must 
come from patients who can pay the whole or a 
substantial part of the costs of hospital care. 
An important source of revenue will come from 
the Blue Cross Plans of the American Hospital 
Association. These plans will pay our hospitals 
more than 40 million dollars for services rendered 
their participants in 1942. Voluntary contribu- 
tions for the support of hospitals from founda- 
tions, churches, and philanthropists will be ma- 
terially reduced for this and many years to come. 


Excise Taxes 
Government, both Federal and state, will col- 
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lect excise, sales, occupational and similar taxes 
in increasing amounts as long as the present 
emergency continues. There is every prospect 
that hospital employees will be included under 
the benefits of the Social Security Law, if Con- 
gress gives consideration to legislation other than 
defense and war activity measures. These taxes 
under the Social Security Law will be increased 
over the present rates and will constitute an im- 
portant item in the hospital budget. 


But these problems will in a large measure re- 
solve themselves. Our hospitals will survive. The 
virtues of courage, resourcefulness, industry and 
thrift will carry them through this emergency as 
they have carried them through the difficult times 
of the past. 


The hospitals are prepared for any emergency, 
better now than at any time in their past his- 
tory. They have pride in their past, confidence 
in their future, and faith in their ability to serve 
well and satisfactorily through any circumstances 
with which this unhappy world may surround 
them. 


Future Problems 


The lessons of the last war were well learned 
and should not be quickly forgotten. We will 
profit by that experience and will not repeat the 
mistakes made then. We will plan and work in 
season, and when the increasing responsibilities 
are placed upon us, we, in large measure, will be 
prepared to meet them. In the last war, thirty- 
five thousand physicians were under commission. 
Thousands of nurses were called from the hospi- 
tal wards to serve in military hospitals in Eu- 
rope and at home. Tens of thousands of lay 
hospital workers were called into the Govern- 
ment service. Influenza and other communicable 
diseases invaded our cities and homes and took 
the lives of the young men and women of our 
country. The sick filled our hospitals, and the 
dead filled the cemeteries. Provisional hospitals 
were established in schools and other adaptable 
buildings. Our professional staffs were depleted, 
our nurses worked to exhaustion, but not a single 
hospital failed, and no hospital lodged a serious 
complaint. This part of history may not repeat 
itself, but if it does, the hospitals today will not 
be less valiant, they will not be less devoted, than 
they were almost a quarter of a century ago. 


But the lessons that war taught the hospitals 
were the lessons of resourcefulness, of patient 
uncomplaining service, of thrift and labor, of 
consecration and loyalty. All of these lessons 
abide with us to guide and sustain us. These 
will constitute our contribution to our country’s 
cause. May its cause always be just; may it al- 
ways be victorious. 
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Personnel Policies in View of Present Conditions 


With Reference to Selection, Grading, and Dismissal 


A. C. BACHMEYER, M.D. 


years hospitals were but little concerned 

about personnel problems. As is usual in 
time of business depression, there was a plenti- 
ful supply from which they could obtain their 
nonprofessional employees. In recent years, how- 
ever, many disturbing factors have altered the 
situation. Hospitals are finding it necessary to 
pay increasing attention to their personnel re- 
lations. 


D sex: the major portion of the past ten 


Efforts to organize hospital employees have 
been successful on frequent occasions and labor 
relations have become acute in many centers. In 
addition to the problems incident to the establish- 
ment of satisfactory relations with organized 
labor, hospitals are now confronted with per- 
sonnel difficulties because of the sharp decline 
in the supply of candidates for employment. 


Times are changing. Conditions are every- 
where in a state of rapid flux and values are in 
the melting pot. For the present, however, the 
dollar remains the standard of value for almost 
all people. Employees are leaving the service for 
the higher paid positions available to them in 
the rapidly expanding industrial field. Others 
are leaving in response to the call to military 
service. 


Unable, because of their economic conditions, 
to compete with industry in the payment of sal- 
aries and wages, hospitals must bestir themselves 
to adopt such sound personnel policies and prac- 
tices as will best enable them to maintain the 
ranks of their employees. 


In view of present conditions, it would appear 
to be of primary importance that they seek to 
establish or to improve the source of their labor 
supply. There can be no selection of personnel 
unless there is first established a reservoir of 
supply from which a choice can be made. So long 
as economic affairs continue as at present there 
can be no quick and ready method of developing 
a satisfactory reservoir of labor. 


Presented at the American Hospital Association Convention, 
Atlantic City, 1941. : 
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Some endeavors in this direction, however, can 
be made. Many hospitals have been accustomed 
to turn away applicants for employment without 
obtaining essential information concerning them 
unless there were vacancies to be filled. This 
practice can be changed and a list of prospective 
employees can be developed. Hospitals have 
many contacts with the community. Through 
these various channels the need can be brought 
to the attention of the public. The assistance of 
present employees, of patients and visitors; of 
the churches and civic organizations; of the 
press and of other agencies should be enlisted in 
this connection. 


The Selection of Employees 


The completion of an application form and the 
initial interview are the most important steps in 
the selection of employees. The type of appli- 
cation form to be used is not of major impor- 
tance. It should provide complete identification 
data and such other information as the prospec- 
tive employer deems most essential for his 
purposes. Information concerning education, 
training, and previous experience is usually re- 
quested. The names of previous employers as 
well as of other individuals for reference pur- 
poses are highly desirable. Space should be pro- 
vided for recording other data, particularly the 
results of tne initial interview. 


Any discussion of the initial interview should 
properly begin with some reference to the inter- 
viewer. The qualifications of the individual 
charged with the duty of conferring with appli- 
cants for employment should be given careful 
consideration. Where the size of the institution 
justifies it, a personnel officer should be employed 
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and placed in charge of the entire personnel pro- 
gram. In other instances some one person (the 
administrator, an assistant, or some lesser offi- 
cer) should be delegated to perform this func- 
tion. It is essential that the interviewer be neat 
and pleasing in appearance; be easily approach- 
able and generally of pleasant disposition. He 
or she must possess the ability to interrogate and 
to listen intelligently. An interviewer who does 
most of the talking is in all probability not doing 
a good job. There must be no evidence of any 
personal bias because of the applicant’s appear- 
ance, mannerisms, or other personal factors. The 
ability to exercise discrimination in judgment is 
important. 


Apart from the essential personal qualifica- 
tions, the interviewer should possess full infor- 
mation concerning the hospital’s employment 
policies. (These should be regularly formulated 
and in writing.) This official should be thor- 
oughly familiar with the administrative organi- 
zation; with the variety and type of work to be 
performed in each position in the institution; 
with the requirements of each position and the 
qualifications most desirable in a candidate for 
any specific post. It is also important that this 
officer knows the working conditions surrounding 
each position, including the temperament and 
characteristics of the immediate superior under 
whom the employee will work. 


The initial interview should be designed to de- 
termine the general qualifications of the appli- 
cant for employment within the institution and, 
secondly, the particular qualifications and apti- 
tudes which he or she possessses. Though voca- 
tional testing is coming into use in some of the 
larger industries, this practice is not deemed to 
be of particular value in selecting hospital em- 
ployees except for clerical help, typists, stenog- 
raphers and in the case of certain skilled tech- 
nicians. 


Too much emphasis cannot be placed upon the 
factor of temperament in the selection of hos- 
pital personnel. The exigencies of the service 
are such that unusual demands upon the em- 
ployee are rather frequent. The maintenance 
of a friendly and efficient service depends in large 
measure upon the disposition and attitude of the 
worker. While this is particularly evident in all 
contracts between employees and patients or the 
public, it is equally important in all relations be- 
tween employees and between them and their su- 
pervisory officers. An alert, intelligent personnel 
officer will detect unfavorable traits of personal- 
ity on the one hand and those marks of tem- 
perament that are most desirable on the other. 


At the conclusion of the interview it should be 
possible to form a tentative opinion as to the 
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applicant’s apparent physical fitness, tempera- 
ment, aptitudes and general qualifications. If it 
is the opinion of the interviewer that the appli- 
cant is acceptable for employment within the 
institution, the information obtained should be 
succinctly recorded and the applicant tentatively 
classified and evaluated as to aptitudes and quali- 
fications for assignment to one or more specific 
positions. Subsequently, inquiry should be made 
of previous employers concerning the candidate’s 
record with them and other references should be 
checked. This practice has become a routine pro- 
cedure in the personnel offices of many industries. 


When a vacancy occurs, the availability of the 
applicants on record should be determined. Sev- 
eral of those available should then be referred to 
the head of the department concerned. Final se- 
lection should be delegated to that individual or 
to the employee’s immediate superior. 


After a complete physical examination, a final 
pre-employment conference should be held be- 
tween the personnel officer, the new employee, 
and his immediate superior. At this time, the 
new employee should be given instructions con- 
cerning the institution’s purposes and objectives; 
working conditions and hours of duty; compen- 
sation, including an evaluation of all perquisites; 
general duties, responsibilities, obligations, privi- 
leges and other personal relationships. Manuals 
of instructions, rules and regulations should be 
given the employee and all other details of em- 
ployment should be completed by the personnel 
officer at this time. 


The future value of the employee, his attitude 
toward his work and toward the institution will 
depend in large measure upon the manner in 
which he is introduced into the new position. The 
responsibility for this instruction should be dele- 
gated to his immediate superior. A tour of the 
institution and an introduction to those officers 
with whom he may have contact (a practice sel- 
dom followed) would be most desirable. Intro- 
ductions to his co-workers and instructions con- 
cerning his specific duties should be carefully 
given. 


The immediate superior or foreman of the em- 
ployee is the most important factor in all per- 
sonnel relations. His or her temperament and 
attitude toward subordinates and the interest 
taken in their welfare surmounts all other con- 
siderations. The choice of these petty officers 
merits the most serious attention. 


Royal F. Munger, “Old Bill” in the Chicago 
Daily News, has this to say— 


“A foreman ought to know his men well 
enough, and sympathetically enough, with- 
out any ‘spy system,’ to be able to tell when 
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they have anything on their minds. He 
ought to know when one is staying up nights 
with a sick baby, and when another is wor- 
ried about a mortgage falling due. 


“He ought to tell the superintendent that 
the first man should be told to take it easy, 
and that he wouldn’t be docked for coming 
in late until the kid was out of danger. He 
ought to be able to explain to the personnel 
office that the second man was due for a raise 
anyway, and would be worth a lot more if it 
came through before he worried himself into 
a nervous breakdown. 


“One way to handle labor relations is to 
get back to a little direct action in the hands 
of an old-fashioned driving foreman, with a 
heart as big as a barrel for the fellow in a 
jam, and a chin like a bear-trap at any hint 
of questioning his authority. 


“There have been leaders. and followers 
since the world began, and all most of us 
ask of a leader is that he do an honest-to-God 
job for the sake of the organization, and not 
for his own selfish ambition.” 


Inasmuch as almost all of the nonprofessional 
employees in hospitals are untrained when first 
engaged, it is essential that plans for their train- 
ing should be developed. These training programs 
should provide not only for training in the im- 
mediate duties of the position but for advanced 
training as well so as to afford opportunities for 
promotion within the organization. These em- 
ployees and those in the technical and profes- 
sional groups as well, should be encouraged to 
take advantage of all educational opportunities 
available to them, not only those carried on by 
the institution but those provided by other agen- 
cies within the community. 


Grading and Classification 


All positions in the institution should be care- 
fully graded or classified, and compensation 
schedules should be developed in accordance with 
such classification. This requires that there be 
made a careful study of the duties and responsi- 
bilities of each position. Such studies must be 
reviewed periodically inasmuch as duties are apt 
to be shifted among various positions and not 
infrequently functions are expanded. 


The establishment of such classifications has 
proved to be of material value in many instances. 
The practice is well-established in the majority 
of governmental. hospitals, particularly, in those 
in which the merit system is followed. In times 
such as the present, when administrators are 
confronted almost daily with requests for in- 
creases in salary in order that the services of 
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certain employees may be retained, such sched- 
ules serve as valuable administrative aids and 
controls. They serve to prevent inequalities from 
creeping into the compensation schedules and 
enable the administrator to maintain a proper 
balance among the personnel of the institution. 


There has been considerable discussion among 
personnel officers concerning the merits of period- 
ical efficiency reports. Organized labor and in- 
dividual employees often object to the keeping 
of such records and maintain that tenure of serv- 
ice or seniority should be the guiding factor when 
lay-offs, promotions or salary increases are under 
consideration. Where the practice of maintain- 
ing such records has been followed and they have 
been fairly and judiciously prepared, the plan has 
proved to possess considerable merit. Efficiency 
reports, simple in form, or of rather elaborate 
type may be used. The important factor is that 
the superior officer exercise good judgment, be 
fair and accurate in evaluating and reporting 
upon the performance of the employees for whom 
he is responsible. 


Where periodic efficiency reports are not used, 
it has been found helpful to enter comments upon 
the employment record when an employee has 
been disciplined for some failure in the perform- 
ance of duties or conversely has merited praise 
for work well done, or for service beyond the 
regular duties of his position. Unfortunately, 
this system is not likely to reflect the value of 
the steady, painstaking employee who regularly 
discharges his duties in a highly satisfactory 
manner. 


Under either system, however, the advantage 
lies in having a definite record to consult rather 
than to have to rely upon memory on the one 
hand or the immediate reaction or attitude of a 
petty officer. 


Discipline and Dismissal 


Questions of disciplinary action are also worthy 
of earnest consideration. Personal likes and dis- 
likes, and individual bias should have no place in 
the conduct of hospital service and personnel 
relations. Employment policies should prescribe 
what disciplinary action ‘may be taken by the 
various officials. Admonishment, suspension from 
duty, deduction of compensation, restriction of 
privileges, dismissal with or without advance no- 
tice, all have their proper place, but in these days, 
particularly, disciplinary measures must be used 
with discriminating judgment. Experience has 
indicated that the immediate superior should only 
be clothed with authority to admonish a subor- 
dinate. When action beyond admonishment is 
deemed necessary, the case should be brought to 
the attention of a higher official. Peremptory 
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dismissal should be invoked only after the chief 
executive officer has had an opportunity to con- 
sider all the facts in the case and has authorized 
the action. 


Interview upon Separation from Service 


Many employers have testified to the value 
of having a final conference between personnel 
officer and employee at the time of separation 
from the service, whether such separations are 
due to resignation or dismissal. Not infrequently, 
the departing employee will offer comments or 
make suggestions of considerable value in the 
development of better personnel relations. Such 
conferences also afford an opportunity for the 
correction of faulty attitudes on the part of the 


employee, which may be of material assistance to 
him in the future. 


In view of the disturbed conditions in national 
affairs; of the upheaval in economic conditions ; 
of the great expansion in industry and the con- 
sequent reduction in the supply of labor available 
to hospitals, it is essential that hospital admin- 
istrators give serious attention to their employ- 
ment policies and practices and to all matters 
that will make for better personnel relations. It 
is imperative that they have adequate staffs of 
well-qualified, efficient workers in all grades and 
classifications in order that they may carry on a 
service that is of primary importance in the main- 
tenance of the health of the nation. 





Recent Legal Decisions Important to Hospitals 


Illegal Operation of Nursing Home 


Commonwealth v. Crandall, 21 A. 2d 232 (Pa.) 

Two indictments were returned against the de- 
fendant, charging him with the illegal operation 
of a private nursing home, and with illegally op- 
erating a private hospital. It was also alleged 
that he held himself out as qualified to practice 
medicine and surgery without first having ob- 
tained a license to so practice. A trial resulted 
in conviction of the defendant, and an appeal fol- 
lowed. 


From a reading of the opinion it was certain 
that the appeals were taken upon grounds which 
did not go to the merits of the question whether 
the defendant was actually guilty. The court 
was satisfied that the science of osteopathy could 
not, of itself, be considered the foundation of a 
medical education, and that the defendant had 
been guilty of attempting to prescribe and treat, 
medically, certain patients. 


Under the laws of Pennsylvania, it was neces- 
sary that the defendant procure a license before 
he could operate either a nursing home or a hos- 
pital. The violation of this requirement of the 
law seems not to have been questioned by the 
defendant in taking of the appeal, and it there- 
fore followed that the appellate court had to af- 
firm the judgment entered upon a verdict of 
guilty. 

cnpuatdilioaincs: 
Whether Hospital Can Claim Liens Upon 
Recoveries for Injuries 


Abbondola v. Kawecki, 29 N. Y. S. 2d 539 


An infant plaintiff sustained injuries and 
brought suit against an individual defendant, re- 
covering a judgment. The father of plaintiff also 
recovered a judgment for the amount of the child’s 
hospital bill. Nassau Hospital claimed a lien upon 
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the recovery not only of the father, but also of the 
child. Whether the hospital could assert liens 
upon both recoveries was the question before the 
court. 


It was held that an assignment which had been 
executed by the father in favor of the hospital, 
to cover the hospital bill, would not operate in 
such manner as to permit the hospital to claim a 
lien upon the recovery of the infant, because the 
child had not made the claim against the person 
who injured him, for the hospital bill, and, of 
course, had not recovered a judgment for that 
hospital bill. The court held that such an as- 
signment would not take priority over the claim 
of an attorney for his fees as to the amount re- 
covered by the father, the lien of the hospital 
attaching only to the net amount recovered upon 
this claim after deducting the attorney’s fees. 

sguidiesaiiiaamiidaces 


Whether Relative of Patient Is Liable for 
Patient’s Hospital Bill 


Goldwater v. Bergman, 29 N. Y. S. 2d 231 

This was an action brought in the name of the 
Director of Hospitals of New York to recover for 
hospitalization expenses paid out by the city in 
caring for a patient. Under Section 587, subd. b 
of the New York City Charter of 1936, recovery 
proceedings can be instituted against the rela- 
tives of a person who is shown to be dependent 
upon them for support at the time when hospi- 
talization is furnished to that person. The court 
reviewed the evidence in this case and was of the 
opinion that the plaintiff had failed to show that 
the defendant’s father was dependent upon him 
at the time when the father received hospitali- 
zation from the city and that therefore the lower 
court was in error in allowing the Director of 
Hospitals to recover. 
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The Dietitian in National Defense Program 


MARY I. BARBER 


tory closely tied up with national defense. 

Conceived in time of war, its first years were 
occupied with the problems connected with food 
shortages, lack of trained help, wheatless, sugar- 
less, meatless meals, and the ever-present task 
of keeping the patients satisfied. It was to dis- 
cuss these difficulties and to organize in a way 
which would increase their usefulness that two 
far-sighted dietitians called a meeting in con- 
junction with the American Hospital Association 
Convention in 1918. An association of dietitians 
was formed and its services offered to the Gov- 
ernment. 


Te: American Dietetic Association has a his- 


It was not long before a comparatively large 
number were in the Army, some of them on 
over-seas duty (which was the work all de- 
sired) ; others on duty in U. S. station hospitals 
with Miss Lenna Cooper as chief. Some enrolled 
with the Red Cross and the Y. W. C. A. and gave 
service both here and abroad; still others were 
with national, state, or city bureaus helping the 
housewives of America to conserve and preserve 
food products while their men folks were doing 
their part in preserving democracy. It sometimes 
seems to me that the number of jars of home 
canned vegetables that blew up might have been 
indicative of what was to happen to democracy 
thirty years later! 


Now it is 1941 and again the dietitians are 
enrolled in a defense program. This time we are 
organized, better trained and have more expe- 
rience. Our national association grew during the 
readjustment period which followed the World 
War; it flourished during prosperity; it held its 
own during the depression. Today it is strong and 
stands ready and able to make a constructive 
contribution to the present defense activities. 


Nutritional Surveys 


During the last war emphasis was on saving 
food. Little was known about the menus which 
we speak of today as adequate. Recently, I re- 
read many of the leaflets prepared and distributed 
to consumers during 1918-1919. Only one or two 
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mention the word nutrition or suggest that the 
protection of the health of civilians was a defense 
measure. There were hundreds of recipes, many 
of them poor, and dozens of rather unappetizing 
menus, the majority of them high in starch and 
low in color and crispness. However, there was a 
real interest in food on the part of the home 
maker and the fact that certain items were ob- 
tainable only in limited quantities made men, 
women, and children food conscious. 


In the Army some scientists were alert to the 
newer knowledge of nutrition. A report was 
printed in the American Journal of Public Health 
in June 1919, called “Preliminary Results of 
Nutritional Surveys in the U. S. Army Camps,” 
by John R. Murlin and Caspar W. Miller. This 
was a study of waste and a study to determine 
the actual food requirements of the Army in the 
interest of satisfactory nutrition and food con- 
servation. 


“Purpose. The object of this Division is 
primarily to safeguard the nutritional in- 
terests of the Army; (1) by means of com- 
petent inspection of the food supplied to the 
camps with reference especially to its nutri- 
tional values; (2) by seeking to improve the 
mess conditions (cooking and serving of the 
food) with special attention to the matter of 
food economy, bearing in mind that palata- 
bility and proper cooking are great factors in 
determining the economical utilization of 
food in the physiological, no less than in the 
financial sense; (3) by studying constantly 
the suitability of the ration as a working 
man’s diet. Does it afford the proper amount 
and distribution of nutrients? What amount 
of variability is there, as between different 
mess houses of the same regiment and be- 
tween different camps? Any intelligent al- 
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teration of the ration from time to time must 
be based on facts, and it is the purpose of 
this Division to get facts.” 


This sounds quite up-to-date, doesn’t it? Surely 
it had an influence in encouraging better food 
standards for Army feeding. The dietitians in 
service at the time were doing their part also, 
and so well that today one of them is the admin- 
istrative dietitian for the Veterans Hospitals, 
another for the Army Medical Center, one is the 
editor of the Journal of the American Dietetic 
Association, another head of the Institutional 
Department at Teachers College, Columbia Uni- 
versity and many others hold very responsible 
hospital positions. 


Importance of Understanding Food Values 


It is exceedingly important for the people in 
the United States to understand food values. 
Should food be rationed at some future date, or 
should certain foods be hard to obtain, nutri- 
tional well-being need not be as greatly impaired 
as if they did not know how to make intelligent 
_ substitutions. For this reason it is essential that 
attention be given to community education in 
nutrition. Certainly, dietitians are qualified to 
give lectures and demonstrations, teach classes 
and write articles on this subject suited to lay 
groups. Some of the agencies which have de- 
partments that include dietitians are the Ameri- 
can Red Cross, the Children’s Bureau, Farm 
Credit, Farm Security, Bureau of Home Eco- 
nomics, National Youth Administration, Federal 
Security, United States Army—in the Medical 
and Quartermaster Corps—Food Companies, In- 
dustrial Concerns, Public Utilities, Magazines and 
Newspapers. 


Dietitians and the Defense Program 


One of the goals in the Defense Program of 
the American Dietetic Association is to do our 
same jobs better than ever before. Although 
change of positions is not encouraged, it has been 
realized for many months that many transfers 
must take place. Dietitians cannot refuse the 
call to jobs actively connected with the National 
Defense Program. This, of course, includes Army 
hospitals, to which well over one hundred dieti- 
tians have gone from civilian hospitals. The 
Army selects from the Red Cross and Civil 
Service registers, both of which uphold the 
standards set up by the American Dietetic Asso- 
ciation for training and experience. A definite 
shortage of experienced dietitians is felt. Ad- 
justments will be necessary; work of the hospital 
dietetic departments will need to be re-organized 
so that there will be no duplication of effort or 
overlapping of tasks. It is up to every dietitian 
to evaluate her job with more discernment than 
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ever before; to build up the members of her staff 
to take more responsibility and to supervise the 
employees more closely. The employee situation 
has no place in this discussion other than to say 
that we recognize it and feel that the dietitian’s 
ability to handle it is one of her contributions to 
the entire defense program. 


Providing for Replacements 


Replacements in dietary departments will have 
to be made. It is hoped that qualified dietitians 
who have married or who have been inactive in 
their profession for some other reason will re- 
turn to work. Refresher courses will need to be 
given so here is another place where dietitians 
must take over classes in addition to their usual 
work. The American Dietetic Association is 
urging qualified hospital dietetic departments to 
offer student courses and are urging the ones 
already organized to take a larger number of 
students. These additional responsibilities and 
extra hours of work are all in the name of de- 
fense. 


Dietitian in a Field Hospital Unit in England 


One of our members has gone to England with 
the Harvard Field Hospital Unit. You may be 
interested in an excerpt from one of her letters. 


“Our kitchen is, at present, an army field 
stove set up on the piazza. It smokes from 
every aperture, but our chef manages to 
produce two good meals a day. At night we 
either go to Salisbury or I make a picnic for 
the girls. 


“This brings me to the very sore spot of 
my life—rationing. The chef and I are in 
danger of being incarcerated in His Majes- 
ty’s prison for violation of the Food Control 
Laws. While I was in London the chef began 
making contacts with the stores where we 
are registered to trade. Doctor Houser has 
registered us in the Food Control Office for 
sixty people in July and August. On that 
basis chef bought some of our rations as 
jam, cheese, tea far in excess of the actual 
eight we are feeding. In our first four days 
we consumed our jam, bacon, and cheese ra- 
tions for nearly two weeks. He had not real- 
ized how every ounce bought and consumed 
must be recorded for the Food Control Office 
as well as the number we are actually feed- 
ing. Now I am doing the buying and plan- 
ning so these very welcome but wholly unfair 
advantages will not occur again. 


“I can not decide whether I am going to 
emerge from this experience as a good dieti- 
tian or a better bookkeeper. I am sure no 









dietitian in the States ever had a more com- 
plicated system of records and books to keep 
than I have. To add to my innumerable 
troubles, our institution has one set of ration 
rules for residents (which is the same as 
rations for all civilians in England) and an- 
other set of rules and allowances for our 
English help who will get one meal a day. 
Here is the weekly ration allowance for resi- 
dents: Butter 2 0oz.—margarine 4 0z.—meat 
1 shilling and 2 pence worth (about 25 cents 
U.S.A.)—tea 2 oz.—bacon or ham 4 oz.— 
sugar 8 oz.—jam and preserves 2 0z.—eggs 
1—cheese 1 oz. Our help are allowed per 
meal: 1/10 oz. sugar for drinks—1/10 oz. 
sugar in cooking—1 pence worth of meat— 
1/12 oz. butter—1/6 oz. margarine—l oz. 
jam or preserves—1/12 oz. tea—no rationed 
cheese or eggs. Does this give you some idea 
of our problem and the bookkeeping in- 
volved? Complicated weekly records must 
be kept for the Food Control Office on the 
number of meals served, whether they in- 
clude meat or fish, estimated ration allow- 
ances for residents and help, actual amounts 
used. Fun—what? 


“The problem of buying is going to turn 
my hair gray. Salisbury is in a large military 
district, and its own civilian population has 
increased 214 times with evacuees. The avail- 
ability of food, even non-rationed food, is 
sometimes quite non-existent. Already for 
just eight people I spend several hours a day 
in the stores. My patience will either give 
out or be a shining virtue when I have 200 
to 250 people to feed. Today my wholesale 
grocer had no dried fruit, no salad dressing 
or oil, no cereals but rice and oatmeal, no 
soups, nothing in cans and so on. I do not 
mean to say we will be hungry, but we cer- 
tainly will have to use all our ingenuity to 
plan with what we can get. I think our staff 
will mind the lack of fruit most of all.” 


This letter makes our problems seem relatively 
insignificant. 


Army Feeding 


Like the man from California who always gets 
back to climate as a subject for conversation, I 
always come to the subject of Army feeding. It 
is definitely a nutrition problem. It will be neces- 
sary to rehabilitate a large percentage of the men 
who have been rejected for service. Undoubted- 
ly, many of them have nutritional deficiencies so 
here is another defense avenue in which dieti- 
tians must play a part. 


Since one-third of the people of our country 
live below the danger line, it stands to reason 
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that thousands of the one and one-half million 
men who are in military service need to improve 
their nutritional status. This is proved by the 
gains in weight and height which are apparent 
after a few weeks of wholesome food served in 
adequate amounts and variety. This first year 
has done wonders for the young men who were 
first inducted into the new Army, which is the 
largest organized and regulated group of people 
in this country. You are all familiar with the 
figures which show that 1,500,000 men have 
to be examined in order to select 1,000,000 for 
service. Many physicians are making patriotic 
contributions by serving as examiners for local 
selective service boards and many more are on 
active duty. Hospital administrators are also 
contributing their knowledge and experience to 
Army hospitals. 


Improving the Nutritional Health of Selectees 


The Quartermaster Corps of the Army recog- 
nizes that it has both the opportunity and the 
responsibility for improving the nutritional 
health of the selectees. It is alert to the popular 
interest in nutrition. It realizes that mothers are 
far better informed about food values than ever 
before and that the boys themselves understand 
the essentials of a balanced diet. The Army 
ration is planned with all these things in mind, 
and the American soldier of today is better fed 
than any other fighting man in the world, better 
fed than at least 60 per cent of the civilians in 
the United States. 


What are the aims of the Quartermaster Corps 
for the Army’s subsistence? They are the same 
as those all intelligent parents have for their 
children—good food in generous amounts, in 
variety right for furnishing the necessary cal- 
ories, protein, vitamins and minerals. The menus 
are made for each Corps Area by some one ap- 
pointed by the Commanding General. A month 
before they are to be used they are sent to the 
Subsistence Branch of the Q. M. C. in Washing- 
ton where they are carefully analyzed. 


You may be interested in a very few figures 
showing the tremendous amounts which have to 
be purchased. The food budget is approximately 
$630,000 per day. One beef is used every fifty- 
four seconds day and night. In Louisiana 280,000 
pounds come out of field ovens every twenty-four 
hours. Over one million 14 pint bottles of milk 
are purchased daily and one and one-half million 
of eggs. 


There are no dietitians in individual Army 
Posts, but dietitians everywhere can help to make 
people realize that much care is taken with the 
menus; they can help to keep mental attitudes 
reasonable. There is comparatively little com- 
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plaint about the food when one considers the 
rapid growth of the Army and the few expe- 
rienced mess officers, cooks, and bakers at the 
beginning of the emergency. Bakers and cooks 
schools are turning out men as fast as possible. 


Dietitian in the Post-War Period 


It is impossible for us to imagine what condi- 
tions will be in Europe and, perhaps, here when 
peace finally comes. Dietitians may have a life 
time program in front of them to help bring 
children back to a state of normal nutrition. 
Incomes may be limited or zero as is usually 
the case in the depression period which follows 





just as surely as the night, the day. However, 
our immediate thought is for the present. To my 
mind the key to usefulness is the ability to work 
with others and to recognize the ability of people 
in other lines. 


The hospital administrators, nurses, and dieti- 
tians must pull together. They must give gener- 
ously of their time to give and receive from peo- 
ple in other lines whose work correlates with 
theirs. This is the time for sacrifice and courage, 
hard work and above all, cooperation. All should 
be well if each of us does his duty and a little 
bit more in a nationwide fraternity of service. 








The twenty-fourth annual Hospital Standard- 
ization Conference of the American College of 
Surgeons was held at the Copley-Plaza Hotel, Bos- 
ton, Massachusetts, November 3 to 6. There was 
a large representation of hospital people at the 
conference. Practically every important hospital 
in New England and adjacent states, as well as 
many other hospitals in the United States and 
Canada, was represented. 


At the opening session Dr. Evarts A. Graham, 
president of the American College of Surgeons, 
outlined the whole hospital program of the Col- 
lege. Dr. Irvin Abell submitted the 1941 Report 
of the Hospital Standardization Survey, with the 
official announcement of the list of approved hos- 
pitals; Dr. Dallas B. Phemister submitted the Re- 
port on Graduate Training in Surgery; Dr. Bert 
W. Caldwell spoke on “Important Legislative, 
Preparedness, and Emergency Problems Now 
Facing Hospitals”; Dr. Merrill N. Foote spoke on 
“Responsibility of the Medical Staff in Maintain- 
ing Control and Quality of the Professional Work 
in the Hospital”; Frank J. Walter spoke on “Na- 
tional Events and Their Effect on Personnel Re- 
lations in the Hospital”; and James A. Hamilton 
spoke on “Hospital Preparedness in the Defense 
Program.” 


Dr. Nathaniel W. Faxon presided at the panel 
discussions held on Monday afternoon. Those 
taking part in the discussions were Dr. Norbert 
A. Wilhelm, Dr. Claude W. Munger, Sally John- 
son, Dewey H. Palmer, Leighton M. Arrowsmith, 
Everett W. Jones, Miriam Curtis, Abraham Oser- 
off and Oliver H. Bartine. 


On Tuesday morning a breakfast conference 
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was sponsored by the American College of Hos- 
pital Administrators, with Scott Whitcher pre- 
siding. Dr. E. M. Bluestone spoke on “Critical 
Analysis of Present Methods of Training for Hos- 
pital Administration.” 


Tuesday morning was devoted to panel discus- 
sions which were led by Dr. Harvey B. Matthews, 
Dr. Henry H. Kessler, Dr. Joseph C. Doane and 
Dr. Ralph T. Knight. 


Dr. Wilson W. Knowlton presided over the 
Tuesday afternoon session. The speakers were 
Dr. Leo M. Zimmerman, Albert H. Scheidt, L. 
Marguerite Prime, Joseph G. Norby, Frances C. 
Ladd and Edward F. Lewison. 


On Wednesday morning Dr. W. Franklin Wood 
presided at the breakfast conference sponsored by 
the American Association of Medical Record 
Librarians in cooperation. with the American Col- 
lege of Surgeons. This was followed by a joint 
conference of the American College of Surgeons 
with American Association of Medical Record 
Librarians, with Dr. Robin C. Buerki in the chair. 


On Thursday morning Oliver G. Pratt presided 
at the breakfast conference on “Hospital Public 
Relations.” 


The program included consultation services cov- 
ering the various activities of the Association and 
panel discussions. Demonstrations and study 
tours were arranged for by the leading hospitals 
in Boston’s metropolitan area. 


The feature of the conference was the second 
showing of the new sound film, “White Battalions 
—Serving All Mankind,” produced by the Ameri- 
can College of Surgeons. , 
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Integrating Social Service in the Hospital 


From the Standpoint of the Doctor 
MINNA EMCH, A.M., M.D. 


HE title of this symposium is deceptively 
T sicot We are not being asked the ques- 

tions so often used as discussion foci in this 
field, for example, “What is social work, that is, 
what is its field and how does it work?” or “Why 
social work—is it a necessary discipline?” or 
even “Whither social work—what are its aims— 
where is it going?” 


All of us think we know what social work is, 
we think we understand the needs out of which 
it arose, and we concur that we have a general 
idea as to where it is going. If, in an aside, I 
should remark that there is still need to answer 
these questions, it is not because I am ignorant 
of the definitive statements of Mary Richmond 
and Virginia Robinson, or because I could or 
would ignore the pressing needs out of which 
social work arose, or even because I am one of 
those insistent souls who demands a statement 
of aims from any discipline, however obvious the 
“goodness” of its origins or applications. I ask 
rather, because in years of association with so- 
cial workers—both in practice and teaching—I 
have become convinced that before social service 
can be integrated with medical work in the hos- 
pitals and clinics where that work is done, social 
workers medical men, administrators and trus- 
tees, and even the public—patients and non-pa- 
tients—must come to some general agreement on 
the answers to these questions. It is my convic- 
tion that you cannot integrate any activity into 
a larger field of function unless you know specif- 
ically what you are doing and what forces you 
are activating. Otherwise you are simply “de- 
luding yourself with the illusion of action.” That 
this is true of many other fields related to indi- 
vidual and social endeavors—clinical psychology, 
sociology, the mental hygiene movement—makes 
it none the less applicable in this instance. 


Tentative Character of Present Integration 


Now I must at once say that no person in pos- 
session of his senses would attempt to answer 
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such questions in a fifteen minute talk, nor do I 
naively suppose that social workers are not at- 
tempting to formulate workable answers in their 
meetings and discussions and in the very work 
they do every day. But I have attended enough 
social work meetings to know that their con- 
clusions are still extremely tentative and that 
the variance of opinion within the field of social 
work itself, is tremendous. I say this in order 
to give background to my own initial conclusion 
with regard to the integration of social service 
into the larger medical and hospital fields— 
namely, that while definitions of aim, scope, and 
function remain tentative, integration of the 
social services into other fields remains tentative 
and that, therefore, cooperating doctors and 
social workers must constantly be alive to the 
necessity for changes in their functions and re- 
lationships. These changes may, on the one hand, 
be minor and therefore easily accomplished, or 
may, on the other hand, involve radical adjust- 
ments against which involuntary and even irra- 
tional reactions may occur. Far from making us 
gloomy, this very “tentativeness” should as a 
matter of fact cheer us, for we have long since 
learned that only concepts which have a capacity 
for change can remain with us in this changing 
world; and that static rigidity is the enemy of 
growth, of progress, and even of survival. 


Now in what area of this tentative yet dynamic 
situation (dynamic since it involves changing, 
moving forces) can doctor and social worker 
really get together; toward what possible focus 
can they both—separately and jointly—direct 
their effort. The answer is an obvious one, but 
not too obvious to require careful consideration. 
The focus of all effort in the hospital is the wel- 
fare of the patient; that doctor and social worker 
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unite in this purpose may be a truism, but it is 
still worth while to ask specifically “What is 
meant by the ‘patient’s welfare’ and how can it 
be furthered by integration of the medical and 
social services in the hospital?” 


The Patient As a Person 


‘ Does our concern with the patient’s welfare 
refer to the curing of the disease for which he 
may come to the hospital? Certainly, but not to 
that alone. There are diseases which can not be 
cured. The patient’s welfare may then include 
teaching him to live in the face of some handicap 
which our best efforts can not eradicate. Thus we 
see that it is the person, not his disease, that is 
the focus of our efforts. For too long it has been 
the fashion to think of doctors as interested ex- 
clusively in the patient’s illness or in his purse. 
You all know the jokes about “A beautiful tumor 
—but what happened to the patient?” or “What 
did the patient have?” “$300.” “No, I mean 
what did the doctor operate for?” “$300.” Cer- 
tainly, no profession is made up entirely of di- 
vinely inspired seientists, but an examination of 
modern attitudes in the teaching of medicine can 
not fail to indicate the great progress made 
toward the goal of dealing with the patient as a 
human being who happens to be host to an illness, 
rather than as the exponent of a pathology, who 
happens to be a person. 


_ Even viewing the patient as a whole person, 

a human being in his hospital bed, is an artificial 
point of view if we consider him isolated from 
the world because he happens temporarily to be 
the occupant of an hospital bed. The patient is 
a social unit also; he has—or has not, for some 
discoverable reason—family, friends, contacts. 
He will want to know about them while he is 
away from them. He will go back to them on his 
discharge from the hospital, and, should there be 
changes in his adaptation to the world, these 
very people will have to understand his changed 
situation and themselves be helped to make neces- 
sary adjustments in respect to him. Finally, our 
patient is a denizen of a community. We must 
know the resources of that community and the 
patient’s relation to those resources. We must 
know the changes of mood and tempo in that 
community—socially, economically, and emotion- 
ally—for these are all realities that the patient 
will have to be prepared to meet. I believe that 
there can be no real division of point of view 
between doctor and social worker if both see 
their relationship to the patient in the light of 
this larger concept of his welfare. 


Relationship of Doctor and Social Worker 
Now having once accepted this common pur- 
pose, let us see how doctor and social worker may 
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achieve mutual respect and understanding in the 
performance of their functions in the hospital. 
Understanding, narrowly defined, of course re- 
lates to certain intellectual knowledges which we 
can assume are present in both. But depth of 
understanding, bringing with it respect and co- 
operation can only come through the manifesta- 
tion of attitudes which are better demonstrated 
than described. I shall nevertheless attempt the 
description, hoping only to remind you of in- 
stances in your own experience which will better 
illustrate these points. 


The doctor will recognize that he can not be 
all things to the patient in the hospital whom he 
sees only briefly and then particularly in refer- 
ence to the medical situation. He will know that 
even if he were trained specifically for the job, 
it would take more time than he can give to learn 
the answers to a myriad of questions—answers 
which may be vital to the welfare of the patient, 
his family, or his community. He will know that 
a competent social worker has been trained to 
get him not only the information which he re- 
members to ask for, but perhaps some that—still 
pertinent—he may not have asked for. He will 
be willing to add to the social worker’s specifically 
useful knowledges in the medical field when time 
and circumstance permit. He will be as kind and 
as mannered as in any correct social contact, and 
he will remember that the social worker is a very 
human human-being, whether she shows it or not. 


The worker on her side will know that though 
the doctor’s efforts are specifically directed to- 
ward medical therapeutic ends, he is nevertheless 
cognizant of the human aspects of the patient’s 
situation. Knowing this, she will not assume a 
“holier than thou” attitude toward the attending 
man,- nor will she competitively exhibit her 
knowledges to him, driving him in desperation to 
something like this: A friend of mine, met by 
bumptious superiority and talk in abstruse diag- 
nostic cardiological terms by a young social 
worker to whom he had been talking very simply 
about a patient’s “heart trouble,” became twice 
as abstruse as she—indeed with much greater 
accuracy. Their interview became a field-day for 
competitive verbal knowledges, but the patient 
lost out somewhere in this unhappy conference. 


If there is a quiet, friendly acceptance of the 
ultimate validity and sincerity of purpose and 
motives of each with reference to the patient, 
there will not arise the plague of defensiveness 
which unfortunately exists in so many medical- 
social work relationships. It is this impugning 
of motives which leads to all sorts of quibbles 
over trifles reminiscent of medieval scholastics. 
For example, just how formal should a referral 
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to social service be; has the doctor a “right” to 
ask the social worker to perform adjuvant func- 
tions in daily routine or research, which to her 
appear to be clerical or secretarial duties; is the 
social worker’s dignity to be involved each time 
the question of ward etiquette arises? These 
seem to be small matters, but I have seen intelli- 
gent people, doctors and social workers, react so 
strongly to irritating details in their daily con- 
tacts as to destroy any possibility of mutual co- 
operation. Take the simple instance in which 
nurses and interns rise on the entrance of a 
senior clinician. I have seen social workers— 
apparently feeling that their professional status 
was somehow involved—sit rigidly still until the 
group moved on, creating a tension that per- 
meated the relationship with both nurses and 
physicians. It is a small point, but social rela- 
tionships are built on such small points, and I 
believe absolutely that a social worker can not 
properly integrate her services with those of the 
medical workers unless she is a kindly person, 
understanding and observant of the customs of 
the hospital, non-defensive about her profession 
and aware of the implications of her personal at- 
titudes and behavior. 


Joint Planning in the Hospital 


Such a worker will of course need to be properly 
“protected” in her functions by an administrator 
who provides clerks for clerical work, secretaries 
for secretarial work, and has, with his staff, de- 
termined and formulated a clear set of admin- 
istrative policies by which the hospital operates. 


The social worker’s initial efforts even in the best 
of institutions may produce only humble results; 
but having once demonstrated to even the most 
doubting of clinicians that she is a pleasant, co- 
operative human being, who does not need to 
react defensively to his first anxious, rigid, or 
questioning attitudes toward social work, she will 
find that even old fogies can be brought to appre- 
ciate the propriety, significance, and value of the 
social services. Such an initial attitude will ulti- 
mately lead to joint planning of procedures, to 
education of personnel in matters of social wel- 
fare, to increased appreciation of medical prob- 
lems by social workers, and thus to a truly 
cooperative integration of the fields of social 
work and medicine. 


In closing, I want to tell you briefly of a reason 
for my personal concern with the field of social 
work. My own specialty in the field of medicine 
is psychiatry, and modern dynamic points of 
view in psychiatry have had many of the same 
problems to solve in relation to the general med- 
ical profession that social work faces. Psychiatry 
has had to sell itself every step of the way by 
accomplishments, and has had also to guard itself 
from being over-sold by too enthusiastic pro- 
ponents. And finally, psychiatry has for many 
years now consciously and caréfully nurtured a 
joint relationship with social work which has, 
in the main, provided an outstanding example of 


what can be achieved through mutual under- - 


standing and joint effort in individual relation- 
ships, institutional enterprise, and community 
organization. 





Falls on Floors 


Many injuries result from falls on level floors. 
These falls may be due to many causes which can 
be easily eliminated. 


First of all, to prevent falling accidents, floors 
should be kept clean. Tools and scrap material 
have no place in aisles and walkways. Spilled oil, 
food, and water should be cleaned up promptly. 
In operations where the floors are constantly wet, 
adequate drainage should be provided and drain 
boards used for walkways where necessary. 


There is often a tendency to blame the wax on 
a floor for a slipping accident. A properly waxed 
floor which is kept clean should not be an accident 
hazard. New wax should be applied to floors only 
at such times when there is ample time for the 
wax to dry completely before the floor is again 
used by employees or the public. Manufacturers’ 
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directions for the application of wax should be 
carefully followed and wax should not be applied 
thickly or in blobs, as this may result in a slipping 
hazard.—Bulletin of Employers Mutual Liability 
Insurance Company of Wisconsin. 


csiilapeaitics 
Unveiling of Portrait of Eugene S. Gilmore 


The Nurses Alumni Association and the Wom- 
an’s Auxiliary Board of the Wesley Memorial 
Hospital will unveil a portrait of the late Eugene 
S. Gilmore in the Board of Directors’ Room of 
the new Wesley Memorial Hospital in Chicago, 
Illinois, on the twenty-eighth of November. 


Mr. Gilmore was a past-president of the Ameri- 
can Hospital Association and superintendent of 
Wesley Memorial Hospital for twenty-five years. 
He was one of the best known hospital admin: 
istrators in the middle west. 
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National Health Is Defense Item Number One 


S. S. GOLDWATER, M.D. 


carelessly compiled statistics of physical de- 

fects, to picture the United States as a decrepit 
nation. We are told that we are a toothless, al- 
most sightless people, that we have flat feet, flabby 
muscles, and weak minds. We are warned that 
we are undernourished, that our vital organs are 
degenerating, that we are no match for the germs 
of disease that are within us and all about us. 


’ HAS become the fashion, on the basis of 


I refuse to subscribe to this doctrine of despair, 
for it is a doctrine founded on half-truths. It 
is true that physical defects are common among 
us, but many of the defects that are used in the 
compilation of alarmist statistics are minor de- 
fects. It is true that we are not physically per- 
fect, but it is equally true—and it is a cause for 
gratitude and pride—that America enjoys a 
higher level of health than any other nation in 
the world. Our well-being is in part due to our 
scientifically equipped hospitals and their trained 
personnel, and it is of these hospitals, and of a 
plan that contributes to their most effective use, 
that I wish to speak today. 


Throughout the United States there are ap- 
proximately 6000 hospitals, in which 1,200,000 
beds for the sick are continuously available. 
These hospitals are an asset for health, an asset 
for happiness, an asset for national defense. Peo- 
ple of the older generation sometimes boast that 
neither they nor their fathers had the care of a 
hospital. If what they say is true, it is probably 
because the hospitals of their time were regarded 
with mortal fear, not with the confidence that we 
now have the right to feel in our splendid com- 
munity hospitals. Today, the hospital is a scien- 
tifically conducted institution to which the sick 
person turns with full confidence that his con- 
dition will be carefully studied, and that every 
appropriate resource of modern medicine and 
skilled nursing will be tapped for his benefit. 


Although the illnesses which induce people to 
seek hospital care include conditions of the grav- 
est character, hospitals today are able to report 
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the successful treatment of more than 95 per 
cent of their patients. 


Today, one family in five sends a patient to a 
hospital each year. Hospital care has become a 
necessity, a part of the pattern of life to which 
almost every American family looks forward— 
looks forward no longer with fear, but with high 
hope and deep confidence. 


Who owns the hospitals of America, in which 
so much is being done for us, and in which the 
nation has invested more than three billion dol- 
lars? Many of them are owned by government 
agencies, local, state, and Federal, which provide 
free special services for the tuberculous and the 
insane, and more varied treatment for the indi- 
gent and the unemployed generally. However, 
the treatment of serious injuries and of the whole 
range of acute illnesses—of fractures and ap- 
pendicitis, of pneumonia and diabetes, of diseases 
of the throat, stomach, intestines, kidneys, heart 
and arteries—takes place chiefly in voluntary hos- 
pitals, that is, in hospitals conducted by sectarian 
or nonsectarian nonprofit community organiza- 
tions. 


No Reliable Way for Individual to Budget for 
Future Hospital Care 


It is the aim of community hospitals to pro- 
vide needed service without regard to the pa- 
tients’ ability to pay. But hospitals must balance 
their budgets, and the volume of free care they 
are able to provide is limited by the funds avail- 
able. In the course of a year nearly half of the 
10,000,000 persons hospitalized in America re- 
ceive care entirely free of cost to themseives, or 
on a part free basis, either in tax supported or 
in nonprofit community hospitals. Unfortunately, 
philanthropic gifts for hospital support are di- 
minishing, and where community funds are lack- 
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ing, the patient must foot his own bill, for hos- 
pital care costs money. 


Although the American hospital system can 
rightly be described as the equal—perhaps the 
superior—of any other, it is possible for good 
hospitals to exist side by side with citizens who 
need hospital care but who do not actually get it. 
Whether a man is thirty miles or only thirty yards 
from a hospital, he is too far away to receive 
necessary hospital service, if the money to pay 
for it is not provided either through his own fore- 
sight or in some other way. Almost. all Ameri- 
cans prefer to pay their way, but when it comes 
to hospital bills—bills that often run into three 
figures—this is not an easy thing for the individ- 
ual to do unaided. 


It is easy, and it is becoming a common prac- 
tice, to budget the daily or monthly cost of food, 
clothes, shelter, or amusement, but there is no 
reliable way for an individual to place the cost 
of future hospital care in the family budget. 
The cost of hospital care in any given year is an 
uncertain quantity as far as any individual or 
any single family is concerned. You may need 
hospital care this year, I may not need it until 
next year or the year after, but need it we both 
shall, eventually. But we do not know that the 
cost of a serious sickness is a large item com- 
pared to our regular payments for food, clothes, 
or shelter. The average cost of an illness which 
requires hospital care in the United States is ap- 
proximately $150.00, which is more than the 
monthly income of a majority of American fam- 
ilies. Is there any practical solution to the prob- 
lem of the cost of hospital care for the individual 
and his family? I think there is. 


Hospital Costs Can Be Calculated for a Large 
Group of People 


The uncertainty and most of the burden of 
heavy hospital expense for an individual can be 
removed if he joins with others in group payment 
of their combined hospital bills. Hospital costs 
can be calculated with fair accuracy for a large 
group of people, though no one can say, in ad- 
vance, just which members of the group will need 
hospital care. Many people are glad to pay a 
small amount every month for such hospitaliza- 
tion as they may or may not currently need. 
These same people would find it very difficult to 
pay an unexpected hospital bill equal to a month’s 
salary. In the group hospitalization plan, the 
more fortunate many, in any given year, share, 
without feeling it, the burden of the unfortunate 
few. In the long run, all are aided. 


Today, through what are known as Blue Cross 
hospitalization plans, such as the plan conducted 
by the Associated Hospital Service of New York, 
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seven and a half million persons are providing col- 
lectively for their hospital needs. They do this 
by paying a few cents a day into a common fund, 
which is used as required to pay the hospital bills 
of all of the subscribers to the fund. Such plans 
are now successfully functioning in more than 100 
American cities. In some cities more than one- 
third of the local population are protected in this 
way against the costs of hospital care. Every day 
more than 6000 new subscribers to nonprofit Blue 
Cross Plans are enrolled in groups through their 
place of employment, with the cooperation of 
more than 125,000 different employers. Organi- 
zations which originally provided service only in 
semi-private hospital accommodations, are now 
introducing special plans at lower subscription 
rates, for low-income workers who are willing to 
accept service in community wards. 


What an Approved Blue Cross Hospital Service 
Plan Means 


Each Blue Cross Plan is a nonprofit corporation 
whose trustees serve without pay. In each com- 
munity the local hospitals guarantee service to 
Blue Cross subscribers. These plans are super- 
vised by the American Hospital Association, 
which assures the public that any group hospi- 
talization plan which it approves is professionally 
sponsored, that its methods are sound, that it 
has the backing of local hospitals whose stand- 
ards are known and accepted, that it is an, hon- 
estly conducted nonprofit enterprise, and that its 
subscribers may freely choose the hospital they 
prefer. The Blue Cross Plans that are most widely 
supported offer their subscribers three weeks of 
hospital care during the year, in semi-private or 
ward accommodations including the use of the 
operating room, laboratory, and other special 
services. Dependent members of the family are 
entitled to the same benefits as the employed 
subscriber. 


During the past few years approved Blue Cross 
Hospital Service Plans have paid the hospital 
bills of 2,000,000 subscribers amounting to 
$100,000,000. 


It is only natural that government agencies 
that are concerned with health and welfare should 
officially endorse hospital service plans that pro- 
tect individual health and thereby conserve the 


productive capacity of the nation. The signifi- 
cance of the group hospitalization movement has 
been emphasized by Federal Security Adminis- 
trator Paul V. McNutt, who declared that without 
such planning “many employed persons would 
continue to forego necessary hospital care or ob- 
tain free service at the expense of the taxpayer.” 
Mr. McNutt stated also that “one special feature 
of the Blue Cross Plans which makes them par- 
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ticularly desirable for workers moving from one 
defense area to another is the arrangement for 
the transfer of paid-up subscribers who move 
from one area to another.” 


Blue Cross Plans Remove Economic Barrier to 
Timely Hospitalization 


Prompt hospital care is an important factor in 
the preservation of sound bodily function. The 
value of early hospital care is known, yet many in- 
dividuals are slow to seek hospital treatment be- 
cause of what such treatment costs. Blue Cross 
subscribers seek hospital care far more readily 
than do other employed persons, because for such 
subscribers the economic barrier to good service 
has been removed. 


Timeliness in seeking hospital care is of par- 
ticular interest to industry and to the defense 
program. The sooner hospital treatment is 
sought, the shorter the length of hospital stay. 
On the basis of present Blue Cross enrollment, 
it has been calculated that these plans save at 
least 1,000,000 working days each year by short- 
ening the length of stay of hospitalized cases. 


Testimony that Blue Cross Plans help the com- 
munity is indisputable. Letters of appreciation 
received each month by the Associated Hospital 
Service of New York alone, would make a thick 
volume. Time is available for only a few quota- 
tions. 


A post office employee wrote one of the Blue 
Cross Plans— 


“My illness being an emergency would cer- 
tainly have caught us unprepared, and I 
would have had to go in debt to meet my hos- 
pital expenses. Only seven days after I be- 
came a member I was taken to the hospital. 
You can imagine my elation when I was 
handed a receipted bill for more than $100.” 


The president of an important medical society 
testifies that— 


“the service has relieved many patients of 
that great obstacle to recovery—the worry 
and anxiety of incurring a big hospital bill— 
of the haunting fear of a catastrophic illness 
without means to meet it.” 


The Executive Board of the Central Labor 
Union of a large city, after investigation, summed 
up its findings in these words: 


“The Blue Cross Plan, being a nonprofit 
community health project, can do the job eco- 
nomically ... it charges proportionately less 
to the larger families . . . We urge our affili- 
ated unions to cooperate with the Blue Cross 
Plan for the benefit of their members.” 


The president of a large factory wrote— 


“A valuable by-product of the Plan is the 
good will it builds toward the Company. This 
is in addition to the personnel problem it 
solves by rehabilitating employees without 
delay or red tape.” 


Such comments reveal the place that Blue Cross 
Plans have come to occupy in the lies of 7,500,000 
citizens. Seven and a half million voluntary con- 
tributors to hospitalization plans may seem a 
great many, but this enrolment is a mere begin- 
ning. Members of the Hospital Service Commis- 
sion of the American Hospital Association believe 
that the Blue Cross Plans will eventually enroll 
not less than 30,000,000 subscribers. With thirty 
million citizens participating, the plans will have 
established a new and significant relationship be- 
tween our voluntary hospital system and the en- 
tire working class population. That such a rela- 
tionship is desirable no one can doubt, for to sub- 
scribe to an approved nonprofit hospitalization 
plan is to arm for the protection of individual 
health, and the health of the individual worker is 
the foundation of the nation’s strength. 





Graham F. Stephens Joins R.C.A.F. 


Graham Stephens, son of Dr. George F. Ste- 
phens, former president of the American Hos- 
pital Association, who for several years has been 
assistant administrator at Evanston Hospital, 
Evanston, Illinois, has joined the R.C.A.F. and 
has resigned his position at the Evanston Hos- 
pital to enter the service. 


It is hoped that Mr. Stephens will re-enter the 
hospital field upon the completion of his term of 
duty. He is one of the most promising adminis- 
trators in recent years and was the first Cana- 


December, 1941 


dian to take the course in hospital administration 
at the University of Chicago. 


F. E. Graham Goes to Evanston Hospital 

F. E. Graham has been appointed assistant su- 
perintendent of Evanston Hospital, Evanston, II- 
linois, to succeed Graham F. Stephens. 


Mr. Graham was assistant director of the Uni- 
versity Hospital, Columbia, Missouri, for the past 
two years. He has attended the Chicago Institute 
for Hospital Administrators conducted by the 
American Hospital Association at the University 
of Chicago and is one of the outstanding young 
administrators in the hospital field. 





Hospital Public Relations 


ARMAND S. DEUTSCH 


lected stepchild of hospital thinking. 


No other undertaking, public or private, can 
approach the voluntary hospital in the value and 
importance of its service to the community. No 
other undertaking has failed so thoroughly in the 
task of “selling” itself to the community. 


Precis: relations is, in many ways, the neg- 


Reasons for Failure 


Perhaps the reason we have failed is because 
we know that we have established well-equipped, 
well-staffed hospitals ; we know that we have oper- 
ated them in the public interest, in a sincere, 
humanitarian spirit, but we have been mistaken 
in assuming that the public knows it. We have 
sat back and waited for the public to beat a path- 
way to our doorstep, for the public to take the 
initiative in keeping our beds filled and our 
budgets balanced, for the public to provide of its 
own accord the funds for our continued existence 
and growth. We have expected all this without 
taking the trouble to educate the public to the 
fact that it is a partner in the hospital enterprise. 


Our hospital public relations have not been 
bad; for the most part, they have been non-ex- 
istent. 

The Hospital’s Public—Who Is It? 


Public relations is no more and no less than 
its name implies—your relations with your pub- 
lic. But who constitutes a hospital’s public? 


The public is the community we serve. More 
specifically, it is composed of the various groups 
within the community with whom we come in 
contact, the philanthropic public, whose support 
keeps our hospital operating, the patients who 
fill the beds of our hospitals and their relatives 
and friends who are concerned about them, who 
visit them, and who are themselves potential con- 
tributors and patients, the medical profession of 
the community, and finally the employees of the 
hospital—both professional and nonprofessional. 
With effective handling, all of these groups can 
become valuable “ambassadors of good will” for 
the hospital, creating the intangible asset of 
community support and recognition so vital to the 
hospital’s continued success. 


Presented at the American Hospital Association Convention, 
Atlantic City, 1941. 
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Public Relations a Major Adjunct to 
Hospital Operation 


Sound public relations, however, cannot be 
fostered by “hit or miss” methods, by independ- 
ent action divorced from responsibiilty or au- 
thority, or by the absence of a unified program. 
Public relations is now demanding recognition 
for what it is—a major adjunct of successful 
hospital operation, requiring specialized talent 
and ability. 


Once we accept this premise, our course of ac- 
tion becomes clear. Public relations should be’ 
established on a parity with all other administra- 
tive departments of the hospital. Responsibility 
for a program of sound public relations should 
stem from a public relations committee of the 
governing board. The actual direction of the 
public relations program should be placed in the 
hands of a full-time or part-time executive, sub- 
ordinate to the governing board and the hospital 
administrator, but working in close cooperation 
with them and with all other departments of the 
hospital. Only by organizing public relations on 
a sound basis can we adapt it to the particular 
selling job we have to do. — 


The Job of “Selling” the Public 


And we have a selling job to do. Frankly, we 
must compete with other welfare agencies and 
charities for the shrinking philanthropic dollar. 
We must compete with other necessary cominu- 
nity activities for our share of the already over- 
burdened tax dollar—either in the form of direct 
grants, or in the form of tax exemptions. In the 
case of patients.of limited means, we must com- 
pete against the butcher, the grocer, and the au- 
tomobile dealer for the reasonably prompt pay- 
ment of hospital bills incurred. We must com- 
pete for our medical and professional staffs, and 
for our nonprofessional labor. And finally, we 
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must compete for public interest and attention 
and for community prestige. 


Our Selling Points 


What then are our “selling points”? What do 
we have to offer? 


The public relations approach naturally varies 
with each phase of the hospital’s public. We 
know that we must continue to render competent 
medical care if we expect competent medical men 
to serve on our staffs and refer the hospital to 
their patients. We know that we must do our 
best to provide good working conditions for pro- 
fessional and nonprofessional employees if we 
expect to obtain competent help and enjoy free- 
dom from labor trouble. 


Problems like these are connected primarily 
with the day-to-day running of a hospital, and, 
accordingly, we are forced to deal with them, al- 
though in dealing with them we perhaps do not 
realize that we are applying public relations tech- 
niques. But other phases of hospital operation, 
not so closely linked to daily administrative work, 
have, unfortunately, received little attention 
public relations-wise. 


Take for example the normally cold, “institu- 
tional” atmosphere of the average hospital. Re- 
member that every hospital patient is suffering 
from fear, in addition to his own particular ail- 
ment. The conclusion is an obvious one. To be 
successful, hospitals, like doctors, must learn to 
cultivate the “bedside manner.” 


In dealing with the patient and visitor groups 
of its public, the hospital starts out with two 
psychological strikes against it. To the average 
person, whether patient or visitor, a hospital is 
a symbol of pain and suffering, of regimentation, 
of complete impersonality. We can do much to 
dispel this impression. 


We can reasonably ask that all members of the 
hospital staff who come in contact with outsiders 
present a cheerful, friendly, courteous front. This 
goes for the clerk at the reception desk, the tele- 
phone operator, the nurse, and the doctor. 


We can take all reasonable precautions to min- 
imize the emotional tension of the hospital ex- 
perience. There is no need for a hearse to be 
parked at the hospital’s main entrance, in full 
view of arriving patients and visitors. There is 
no need for a stretcher to be propped up against 
the wall in the hospital’s entrance lobby. Ex- 
cept in case of emergency, there is no need for a 
patient or visitor to travel in the hospital ele- 
vator while it is being used to transport an op- 
erative case to or from the surgery. 


We can remember that we are dealing with 
people—people who regard the hospital solely 
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from the personal standpoint. We know the hos- 
pital exists for the treatment of all its patients. 
But this fact seldom enters the mind of the indi- 
vidual patient or visitor. This is perhaps natural 
enough, and we must make allowances for it. We 
might profitably attempt to evaluate the hospital 
from the viewpoint of the person who telephones 
to inquire about the condition of a friend or rela- 
tive and, after being kept waiting for three or 
five minutes, receives a curt, impersonal and un- 
satisfactory “patient doing as well as can be ex- 
pected” answer. We might profitably attempt to 
evaluate the hospital from the viewpoint of the 
visitor left standing at the information desk while 
the attendant goes about some routine clerical 
duty ; from the viewpoint of the visitor forced to 
wander through endless corridors in search of a 
particular room, with no member of the hospital° 
staff in sight to direct him; from the viewpoint 
of the visitor refused admission to the patient’s 
room with no other explanation than “I am sorry, 
but you cannot see Mr. Jones now.” The same 
result is achieved by the thoughtful nurse who 
ads, “Mr. Jones is doing very nicely, but he has 
already had three visitors this afternoon and I 
know you would not want him to overtire him- 
self.” Perhaps these are only little things, far 
removed from the medical function of the hos- 
pital. But they are important in dealing with 
people, and people are the basis of a hospital’s 
support. 


Where Hospital Public Relations Begin 


Hospital public relations begin at home—with 
the more obvious internal adjustments that can 
be made to build good will and create a more 
sympathetic understanding and appreciation of 
the hospital. But sound hospital public rela- 
tions cannot stop at the front door. In a broader 
sense, the hospital, as a community institution, 
has a responsibility to let the community know 
what it is doing. Perhaps the community has 
been a partner in the hospital enterprise. Too 
often it has been a silent partner, an absentee 
partner. That partnership must be made active. 


Fostering Civic Pride in Our Hospital 


Except when we have been forced to appeal to 
the community for funds, we have tended to re- 
gard the hospital as a closed corporation. We 
have not done enough to foster civic pride in our 
hospital as an institution. We have been in- 
clined to neglect opportunities to make the com- 
munity aware of the hospital at times other than 
when its services are needed. It must be our 
public relations function to “get across” to the 
community the story of what the hospital means 
in terms of the sick, improving standards of pub- 
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lic health, aiding medical research and progress, 
training physicians and nurses. 


The Media of Public Relations 


Therefore, a sound program of public relations 
will capitalize on the recurring publicity oppor- 
tunities present in the day-to-day workings of 
the hospital. There is news and human interest 
material in every hospital, and it should be the 
duty of the executive in charge of public rela- 
tions to discover that material and bring it to the 
attention of the proper media for wider dissemi- 
nation to the general public. 


We are all aware of the power of these media. 
There are the local newspapers and radio sta- 
tions. There are the major press associations 
which supply news of national importance to pa- 
‘pers throughout the nation; the picture syndi- 
cates which furnish photographs to newspapers; 
the syndicates which send out feature and human 
interest material to papers. There are the differ- 
ent types of magazines, there are the radio net- 
works, and there are the newsreels. All reach 
audiences ranging from thousands to millions. 
With suitable material they can help the hospital 
reach a major portion of its public. 


The capable public relations executive will 
know what hospital activity will make a good 
news picture and what will make a good maga- 
zine story; what will make a good radio broad- 
cast and what will make a good newspaper ar- 
ticle. He will have established contacts with the 
representatives of the various publicity media, 
and will know how to cooperate with them to se- 
cure the most favorable representation for the 
hospital’s point of view. 


Publicity Material 


Some of this publicity material will generate 
itself, and some will be the product of intensive 
thought and planning. It goes without saying 
that it all will have a sound basis in fact and, 
before being made public, will have undergone the 
most painstaking check for accuracy. It goes 
without saying, too, that at no time will profes- 
sional ethics, professional dignity, or the wel- 
fare and comfort of the patient be sacrificed for 
a temporary publicity advantage. 


Hospital Activities Providing Good Publicity 


At Montefiore Hospital in New York City, we 
have found publicity opportunities in many of 
the following broad categories of hospital activi- 
ties and events: 


The dedication of a new building or unit, 
or the installation of a new piece of hospital 
equipment. 

Administrative or professional appoint- 
ments to the hospital staff. 
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Reports on research projects or medical 
developments. 

Talks or papers delivered by members of 
the hospital staff at professional meetings or 
before public groups. 

Activities of the governing board and the 
women’s auxiliary. 

Hospital departmental activities, such as 
the out-patient department and free clinics; 
the orthopedic service in connection with the 
annual infantile paralysis fund drive. 

The hospital’s annual report. 

Human. interest stories involving particu- 
lar occurrences in the hospital, such as the 
organization of a patients’ volunteer Red 
Cross sewing group for war relief. 

Radio interviews with interesting mem- 
bers of the hospital staff. 


The net result of well-timed publicity is to cre- 
ate an awareness and recognition of the hospi- 
tal’s place in the community on the part of broad 
segments of the public. The printed word in 
the newspaper, the spoken word on the radio, 
and the graphic picture in the newsreel or press, 
seem to carry a psychological stamp of approval 
in the public mind. The late Will Rogers summed 
it up when he said, “I only know what I see in 
the papers.” 


No public relations program would be com- 
plete, however, which did not take into account 
the broad opportunities for utilizing the annual 
report of the hospital as a powerful moulder of 
favorable opinion in one important quarter—the 
philanthropic public. Too often the hospital re- 
port is a dull collection of statistics and infor- 
mation of interest only to those already active 
in the hospital field. On the contrary, the hos- 
pital report should be of real interest to the com- 
munity as gripping human interest material. It 
should be an effective “selling” document for the 
hospital—a printed story of the drama and serv- 
ice that goes on, day in and day out, within the 
hospital. At Montefiore Hospital we have de- 
parted radically from the traditional form of 
hospital reports. I think I can say that, as a 
result, we have successfully attracted a consid- 
erable amount of favorable attention and public 
interest. 


In its final analysis, the problem of hospital 
public relations is one that touches on every other 
hospital problem. On its solution rests the fate 


of the voluntary hospital. In these days of 
shrinking income and rising taxes the voluntary 
hospital must justify its. continued existence to 
the public in word and deed if it is to continue to 
appeal to the public for funds for its support. 
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Hospital Administration Under Wartime Conditions 


GERALD F. HOUSER, M.D. 


pital, a Unit for the study and treatment of. 

communicable diseases under wartime con- 
ditions, was prefabricated in the United States 
and with the equipment purchased on this side 
of the Atlantic was transported under convoy 
across the ocean to Great Britain and carried 
from ports of arrival over rail to a city in south- 
west England. Here, under American supervi- 
sion with British labor, it was assembled. The 
equipment was installed and in September, 1941, 
the hospital was ready to receive patients. From 
blue prints to completion, less than a year’s time 
was consumed. Details involved in this brief 
summary will be described, some of the difficul- 
ties encountered will be mentioned and an at- 
tempt to cover organiaztion features will be 
made. 


To: American Red Cross-Harvard Field Hos- 


Miraculous good fortune brought all ¢onstruc- 
tion material safely over seas made perilous by 
submarine and airplane. Submarines brought 
tragedy when they sank ships carrying nurses 
on their mission of mercy so that six, five nurses 
and the house mother, were lost. At this writ- 
ing, over eighty members of the unit reached 
port safely, although several were rescued from 
torpedoed ships. 


As the name indicates, the hospital is spon- 
sored by the American Red Cross and Harvard 
University. Broadly, it may be said that the 
building material, equipment, and salaries of the 
non-technical staff were a Red Cross expendi- 
ture with the expense of laboratory apparatus 
and salaries of doctors and technicians being 
borne by Harvard. Aid was offered Great Britain 
in several forms and the choice of that country 
was this weapon against communicable disease. 


The Unit Consists of Three Divisions 


While the term “hospital” is used frequently 
in describing the enterprise, it does not ade- 
quately cover its functions as in reality it may 
be said to consist of three divisions—hospital, 
field, and laboratory. The largest division, of 
course, was that of the hospital itself. The lab- 
oratory had its own staff of doctors and techni- 
cians to carry on extensive research in addition 
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to routine clinical determinations. The field di- 
vision consisted of doctors, public health nurses 
and technicians to study and investigate epi- 
demics at points far removed from the home site. 
Indeed, long before they had a permanent sta- 
tion or starting point, these investigators were 
actively engaged in different parts of the country. 


Construction of the Physical Plant 


The typical building, a single-storied structure, 
measured 140 feet by 20 feet. In addition to 
the nine ward buildings, each with a 14 bed 
capacity, there were erected a receiving building 
(from which patients were also discharged), an 
administration building, kitchen and dining 
room, laboratory, storeroom building, recreation 
building, laundry and six personnel buildings. 
Each of the latter had a capacity of fourteen so 
that eighty-four employees could be housed. 
These were almost entirely American, as almost 
all of the British personnel lived in town and 
could go home by bus or bicycle, the most popu- 
lar means of travel. The twenty-two buildings 
were prefabricated in America as has been stated 
but there were, in addition, built by the British, 
a garage, air raid shelters, water reservoirs for 
fire protection and a water softener station—all 
brick structures. 


The features that exist in so-called fireproof 
construction, under ordinary circumstances, do 
not play the same prominent part in a country 
that the enemy is doing his best to destroy by 
fire. There is no proof against a direct bomb 
hit which will destroy the best construction man 
has to offer and incendiaries will do as much 
damage, or more, if a well organized fire-fighting 
plan is not ready for immediate use. Conse- 
quently, a clear perspective must be maintained 
in the erection of a hospital to serve special war- 
time needs. The prefabricated material was de- 
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Left to right: Truss being fitted into position; beginning of the roof; interior of a typical building under construction 


‘signed with this in mind and while insulation 
under floors and over ceilings and the outside 
paneling would certainly not burn readily, it 
was not thought necessary to carry this principle 
into the other structural elements such as ceil- 
ing and floor panels, inside wooden wall panels 
and doors. Fibre shingle with flat galvanized 
iron sheets seemed to be as good as any other for 
the particular purpose. 


What was wanted was to build a_ hospital 
quickly of materials that could be readily ship- 
ped and provide for adequate care of patients 
with not so much emphasis on permanence. How- 
ever, seeing it after the parts had been fitted 


together, and they did so in a remarkable fash- 
ion, it did appear that, barring accidents, the 
hospital was there to stay. 


Windows were of wire glass. The lower half 
was transparent while the upper half was of 
obscure glass. Frame was composed of steel. 
The upper half swung inward and was screened. 
Wood black-out shutters had ventilating louvres 
which allowed for passage of air but prevented 
light transmission. 


To summarize, the essential building elements 
were—wood skeletal structure of sills, joists, 
studs, and trusses with inside wood panels for 
ceilings and floors, wood doors, specially made 
outside panels and insulation which could be 
described as relatively fireproof. 


All inside plumbing and wiring, with the ex- 
ception of telephone service, was American made 
and each building had its individual oil burning 
heating unit which could be used as well for 
incineration. This, in addition to keeping up 
the standards of heating demanded by Ameri- 
cans, served particularly the needs of a hospital 
for communicable diseases. Decentralization of 
the heating system is also to be recommended 
as a valuable wartime measure. 


Accommodations and Services Provided 


Each hospital ward building had four 2-bed 
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rooms and six single rooms to facilitate precau- 
tions so that the hospital could be kept close to 
capacity at any time, an impossibility if large 
wards were the rule. A utility room, plus a 
ward kitchen or serving room, nurses’ station, 
and a centrally located toilet completed the in- 
side structural picture, although it perhaps would 
not be complete without mention of the black-out 
arrangement at each end of the building where 
the doors were located. Heavy black curtains 
eight feet from the doors produced a light seal 
so that on entering one closed the door before 
pulling aside the curtain and followed the same 
precautionary principle when leaving the ward. 


Personnel building, in addition to the fourteen 
rooms for living quarters, had a common toilet 
with three sections and three washbowls, and a 
bathroom with two shower stalls and a bathtub. 
In. each of these huts there was one large room 
with toilet and bath for certain key personnel 
and which could be considered as providing for 
possible expansion. 


The recreation center was in a building located 
among personnel quarters and contained a large 
central lounge, a music room, game room, kitchen, 
guest room, libraries, general and medical, and 
several small rooms which could be used for 
various social purposes. 


The laundry in addition to providing space for 
equipment, had special rooms for the sterilizer 
disinfector and boiler which provided steam for 
the kitchen immediately adjoining. 


Offices for doctors and executives, plus x-ray 
suite, were confined to one structure, the admin- 
istration building, which was connected directly 
with the receiving building. In the latter were 
central, supply room, pharmacy, bath rooms, 
clothing room, waiting and duty rooms. 


The storeroom section also contained animal 
rooms and mortuary. 


Laboratory work was done in the building s0 
designated. 
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Covered walks made it possible to travel from 
any one building to another without actually go- 
ing outdoors. 


Personnel—American and British 


I entered the scene early in October 1940, when 
my application for the position of superintendent 
was accepted. At that time the building plan 
had been fairly well established through the 
combined efforts of experts at Harvard Univer- 
sity and the Red Cross and several hospital of- 
ficials called in consultation. A leave of absence 
from my duties as assistant director at the Mas- 
sachusetts General Hospital was granted and it 
was originally planned to allow me six months 
to supervise the selection of equipment and some 
of the personnel, organize the different depart- 
ments, get them established in England, and re- 
turn at this point when a successor would take 
over. This showed an extreme optimism and it 
was not until September 1941, that I returned 
to the United States as shipping delays, plus many 
other unforeseen difficulties slowed things up con- 
siderably. Now, however, with the knowledge 
of the factors involved, I feel that we were fortu- 
nate to have succeeded so well. 


It was decided that all doctors, nurses, and 
technicians should be enlisted in United States 
and later that key dietary posts should be filled 
by Americans. A dietitian and chef with British 
assistants, it was felt, would be more suitable 
than an entire English staff. In this way food 
and cooking preferences of all employees and pa- 
tients would be understood. The very apparent 
need for a dietitian in a strictly rationed country 
was evident here and confirmed beyond all ques- 
tion of doubt later at the scene of action. 


At this writing there are seven physicians on 
the staff with the possibility of two, or perhaps 
more, to be added at a later date. Six laboratory 
technicians were selected, one of whom was 
trained in x-ray and photography. 


A principal secretary to serve as assistant to 
the superintendent, a record librarian, and a sec- 
retary to the medical director were chosen here, 
as well as an American building engineer to su- 
pervise construction. A Red Cross accountant 
was also deemed advisable to set up the difficult 
accounting procedures involving expenditures of 
Harvard, the Red Cross, and the British Minis- 
try of Health. 


A house mother whose duties were to act as 
an adviser to the nurses and take charge of en- 
tertainment and recreation at the hospital, and a 
social service worker completed the picture of 
American personnel. 


The project was well publicized in the hospitals 
of the country so that applications for appoint- 
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ments were many. There never was any doubt 
about filling all the positions. Strict standards 
could be followed and everyone employed had to 
pass rigid physical tests, including chart x-ray. 
Successful candidates were vaccinated against 
smallpox, given Schick and Dick tests and inocu- 
lated against typhoid fever. Those who showed 
positive reactions to Schick and Dick tests re- 
ceived the necessary prophylaxis. While it was 
not obligatory, a number of the group were given 
Tetanus Toxoid. 


The following classification of personnel shows 
the desired number with the hospital in full op- 
eration. The secondary, and a few of the more 
responsible positions were occupied by British 
help and in the lists shown below (A) designates 
an employee as American and (B) as British: 


Number and Classification of Personnel 


Administration 
1 Superintendent (A) 
2 Secretaries (A) 
1 Secretary (B) 
1 Head Telephone Operator (B) 
3 Telephone Operators (B) 
1 Medical Social Workers (A) 
Accounting 
1 Director of Accounting (A) 
1 Chief Accountant (B) 
1 Payroll Clerk (B) _ 
1 Cashier and Typist (B) 
Record Room and Library 
1 Record Librarian (A) 
2 Secretaries (B) 
Purchasing and Stores 
1 Steward (B) 
1 Secretary (B) 
Dietary and Cooking 
1 Dietitian (A) 
Chef (A) 
Baker (B) 
Second Cook (B) 
Vegetable Cook (B) 
Waitresses (B) 
Helpers and assistants (B) 
Laundry 
1 Head Laundryman (B) 
2 Washers (B) 
2 Seamstresses (B) 
10 Helpers (B) 
Maintenance Buildings and Equipment 
1 Engineer (B) 
1 Assistant Engineer (B) 
1 Carpenter (B) 
1 Plumber (B) 
1 Gardener (B) 
3 Laborers (B) 
2 Firewatchers (B) 
Medical Service 
1 Medical Director (A) 
4 Physicians (A) 
Nursing Service 
60 Staff Nurses (including Chief Nurse and Super- 
visors (A) 
1 Hostess (House Mother) (A) 
9 Orderlies (B) 
9 Ward Helpers (B) 
1 Housekeeper (B) 





6 Ward Maids (B) 
Laboratory 

2 Physicians (A) 

6 Technicians (A) 

1 Media Maker (B) 

2 Laborers (B) 
Field Service 

2 Physicians (A) 

5 Public Health Nurses (A) 

1 Statistician (B) 
Ambulances 

8 Ambulance Drivers (B) 


Problem of Providing Adequate Equipment 


While space does not permit a recording here 
of all equipment purchases, the method of at- 
tacking the problem may be described. 


All building plans were studied and each room 
or division was theoretically outfitted with equip- 
ment drawn in and separately listed. Needless 
to say, this was not the work of any one person 
and advice was obtained from Massachusetts 
General Hospital department heads, other friends 
in the hospital field, American Red Cross and 
Harvard University experts, and representatives 
of the manufacturing concerns themselves who 
understood that their cooperation and sugges- 
tions in no way guaranteed a purchase of their 
product. Catalogues were perused and the num- 
ber of the item recorded with the article itself. 
When the lists were prepared to the satisfaction 
of the superintendent, chief nurse, and clinical 
staff, they were presented to the Red Cross (Har- 
vard University in the case of the laboratory sup- 
plies). Conferences were held to be sure that the 
following principles were observed: 


1 A definite need for the article 


2 That numbers of each were adequate or not 
more than required 


3 That there be no waste in buying a product 
where one of lesser price would serve just as well 


4 That shipping space be considered as this 


Dr. Houser, on water tower, looking over several ward build- 
ings under construction. Note chalky soil 
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was at a premium and it would be unfair, to say 
the least, to fill vessels with bulky equipment 
which would occupy room needed perhaps for 
more necessary material 


The generosity and understanding of the spon- 
sors who provided the hospital with good and 
adequate tools, are to be commended. 


In addition to heavy equipment there was the 
far more troublesome problem of selecting smaller 
items. The lack of knowledge as to what might 
be easily obtained in England led to the equip- 
ping of the hospital completely in the United 
States and taking along enough supplies for one 
year. Accordingly, everything was considered 
from safety pins to refrigerators. Even after 
lists seemingly were complete, those most con- 
cerned carried around memorandum pads and 
jotted down forgotten items. 


It was learned that the Recreation Building 
could be outfitted with furniture from British 
shops and while it proved to be more expensive, 
there was the valuable conservation of shipping 
space. Otherwise purchases were made here. 


Assembling Material and Equipment 


On March 15, 1941, the building engineer, di- 
rector of accounting, and I left New York on the 
American Export Liner Ecalibur, and reached 
Lisbon on the morning of March 26. We had 
heard some talk of “priorities” at the time and 
had it brought to our attention that with the 
great demand for passage both to and from Eng- 
land, we might be delayed as much as several 
weeks in Portugal. Fortunately, this did not 
happen to us and we all obtained plane priority 
within a few days. This seemed like progress 
after months of delay. 


Our first night in England in a coastal hotel 
was quite an event. Compared with later air 
raids on London and other cities, it was mild 
but to us the first crash of bombs and the hum 
of German planes overhead was real evidence 
that we were in a country at war, if we did not 
fully appreciate it before. The enemy was on 
his way to more important objectives, appar- 
ently, as not many bombs were dropped in the 
immediate vicinity. 

After a night’s sleep we continued on to Lon- 
don and met the director, Dr. John E. Gordon, 
who with Dr. Paul Beeson, chief physician, had 
preceded us by several months and were already 
assisting the British Ministry of Health and 
established in an office in Whitehall. 


After preliminary talks with health officials, I 
proceeded to the hospital site some eighty miles 
away as I was anxious to get to the final destina- 
tion. At that stage no ship had arrived and none 
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was to come for some time. In fact, it was not 
until April 24, that the first train load of mate- 
rial arrived from a far away port but sad to relate 
the goods received were only radiators and roof- 
ing. Transatlantic shipping does not always go 
on schedule these days as we were to appreciate 
more and more as time passed. However, more 
cars arrived in a couple of weeks and early in 
May construction began. No storage space could be 
had anywhere near the hospital site and so a large 
marquee was set up. Before any buildings were 
under roof and could be used for temporary stor- 
age, it became necessary to use another large 
tent. Tarpaulins happily came in an early ship- 
ment and covered the overflow. 


The weather became very unsettled and it was 
impossible for the British workmen to get in 
more than a few days out of each week during 
the month of May. 


Not the least of the construction effort was 
the ground and underground work for founda- 
tions and water system. Because of the hilly na- 
ture of the country, trenches in some places were 
as deep as eighteen feet to insure the proper 
pitch for drainage purposes. Because of the 
chalky ground and light nature of the buildings, 
no elaborate foundations were required. Three 
rows of brick and concrete piers were support 
enough and sills and. joists were anchored to 
these. 


Our ships arrived in rapid succession and soon 
the transportation problem assumed formidable 
proportions. The freight or “goods yard,” as 
it is called in England, became clogged and the 
trucks or “lorries” were taxed to their utmost 
to receive and deliver their cargoes. 


While we complained of early delays we had 
reason to worry now about the rapidity with 
which our hospital parts arrived. Everything had 
to be checked in and code numbers compared with 
shipping lists. The amount of clerical work in- 
volved was tremendous and the small staff who 
had by now appeared were at times overwhelmed. 
It was not always possible to store things prop- 
erly so that they were immediately available 
when needed. In many cases the code numbers 
had become unreadable and it was necessary to 
open crates and boxes to determine their con- 
tents. Somehow, in spite of all our difficulties, 
the work became more and more ordered and 
Systematic with a corresponding general lessen- 
ing in tension. 


Staffing Laundry and Kitchen 


An early anxiety was the matter of staffing 
laundry and kitchen and the obtaining of domes- 
tic help. There was little reason to be optimistic, 
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Personnel building with A. R. P. Reservoir in foreground. 

British Red Cross workers, who paid us a visit, stand in 

front of one of our station wagons which is called “shooting 
brake” by British 


although we did receive many applications for 
clerical and ambulance driver positions. We were 
assured of a good selection of a maintenance 
crew who could be obtained from those already 
at work on the construction job. 


During the waiting periods of April and May, 
we met many of the city officials, and other prom- 
inent citizens who later were able to refer likely 
applicants to us so that perhaps, after all, there 
was not so much waste of time. 


The British Red Cross, the W.V.S. (Women’s 
Voluntary Services), and the Ministry of Labor 
Exchange were consulted frequently and through 
these sources, mainly, we were enabled to em- 
ploy most of the secondary personnel. 


The matter of salaries for the latter group had 
to be worked out carefully and care taken that 
there be no departure from British standards. 


Progress in Building Slow Until British Become 
Familiar with Type of Construction 


The type of construction was quite foreign tu 
the English workman and he was baffled for some 
time before he finally learned to put the pieces 
together at any appreciable rate of speed. Our 
engineer continued to advise and slowly but surely 
efficiency was developed. The spirit was very 
willing and there was no lack of cooperation. 
At one time over two hundred men were employed 
on the site. A personnel building was the first 
to be completely constructed and its assembly 
took what seemed an interminable length of time. 
A gang of workmen spent nearly a week in lay- 
ing the first floor but in a few weeks two men 
could do the same job in a day. It was extremely 
heartening to see the work progress so well in 
the later months, all in a wartime atmosphere 
and with an accompaniment of planes that droned 
roared, and swooped overhead in their practice 
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manoeuvres. After the completion of a unit, a 
suitable camouflage paint was applied which made 
it less conspicuous and less of a target. 


During the months before the hospital could 
provide living accommodations, we lived in hotels 
and had not a complete appreciation of the food 
problem. That was the worry of the hotel pro- 
prietor but our general impression was that he 
did rather well. 


On July 4, six of us moved in and an entirely 
new and intriguing phase of existence began. 
The main kitchen was not ready to function and 
so for two weeks our chef used a rented portable 
field kitchen, not a very modern one, which could 
only be placed on the porch, and his difficulties 
on a rainy and windy day may be well understood. 


Food Rations 


The hospital was registered with the local food 
office, as well as wholesale butchers and grocers. 
All our rationed foods, by law, had to be pur- 
chased from these concerns. It was not a simple 
matter for the dietitian and chef to provide us 
with meals of proper quality and quantity but 
provide them they did. To order from the grocer 
and butcher was one thing; to get delivery was 
another. Consequently, we made daily trips to 
town in our cars and were our own errand boys. 


Shortage of gasoline which was also rationed, 
made us very careful of its use. The rationed 
foods were butter, margarine, sugar, tea, jam or 
marmalade, cheese, butcher’s meat, bacon and 
ham, cooking fats, and later eggs. In August 
the individual weekly ration was as follows: 


Butter—2 oz. 

Margarine—4 oz. 

Sugar—% lb. 

Jam or marmalade—2 oz. (1 teaspoonful a day) 

Cheese—2 oz. 

Tea—2 oz. 

Cooking fat—2 oz. 

Bacon and/or ham—4 oz. 

Meat—that which could be purchased for 1 shilling, 
2 pence 

Eggs—3 (per month) 


Fish, offals, and fowl were not rationed but 
often were hard to get and in some instances 


Left to right—Laundry (under construction) ; kitchen (com- 
pleted); Laboratory (completed). Note water towers at 
each end of the kitchen 
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quite expensive. Fresh fruit was very rare but 
during the summer season green vegetables were 
plentiful: 

Menu for July 28, 1941 


Breakfast Dinner Supper 
Shredded Wheat Soup Grilled Cheese 
Toasted Scones Baked Stuffed Sandwiches 
Jam Haddock Vegetable Salad 
Margarine Potatoes Boiled in Tarts 
Coffee Jackets Tea—Coffee— 

Beets Milk 
Bread—white and 

dark 
Margarine 
Left-over cake with 

Custard Sauce 
Tea—Coffee—Milk 


The dietitian had numerous reports to make 
out, weekly reports being required by the Food 
Office indicating number of staff in residence, 
meals served employees, ration allowances for 
each group and the total amounts of these foods 
used in a week. 


American Personnel Are Quick to Adapt 
Themselves to Circumstances 


The American personnel adapted themselves 
very well to their new environment. To begin 
with, they were a carefully selected group of peo- 
ple. The warm welcome by their British hosts 
with frequent invitations to teas and dinners was 
very good for morale. Letters from home were 
eagerly welcomed. 


All hospital beds were destroyed in a raid at 
the port of arrival after being unloaded. Priority 
for repurchase in England was obtained. A few 
bed springs were salvaged and used temporarily 
in place of personnel bed springs which were late 
in coming. Our transformers also did not appear 
until the middle of August and a minimum of 
light, only, was available for many weeks. Clothes 
hangers were suspended from water pipes until 
wardrobes were received. These and numerous 
other situations were met and until it became 
absolutely necessary to hire additional help, 
everyone performed such a variety of tasks so far 
removed from his specialty that it may well be 
said that he was adaptable. Blackouts were even 
accepted as routine. Everyone was given indi- 
vidual fire-fighting instruction, and lectures by 
local authorities kept us informed on what to do 
in case of attack. 


Duties in America made my return necessary 
and my successor carried on from the latter part 
of August. The hospital then was not quite com- 
plete. It opened September 23 for the reception 
of patients. The rest of the story will make in- 
teresting reading. 
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Periodic Review of Economic and Social Status 


of All Out-Patients 


RAY M. AMBERG 


the Convention Out-Patient Section, eco- 

nomic and social status of out-patients, has 
been under many headings. In reviewing the pro- 
ceedings of previous meetings of the Out-Patient 
Section, I was impressed by the seriousness of 
the attitude of the presentation concerning this 
subject. The annual reports of the Out-Patient 
Committee, which during recent years has been 
replaced by the Council on Professional Practice, 
furnishes much food for reflection. 


Te primary topic and point of discussion for 


In considering the theme of this discussion, the 
reasons for existence of out-patient departments 


and the basis upon which they were established 
must furnish the foundation. At the 1912 meet- 
ing of this Association, Dr. H. W. Smith, superin- 
tendent of St. Louis City Hospital, defined out- 
patient departments as follows: 


“An out-patient department is an institu- 
tion in which medical relief is supposed to be 
given free of charge to patients who are able 
to walk in and then return home. 


“These dispensaries, or out-patient depart- 
ments of hospitals, both in Europe and 
America were started on a small scale in 
order to afford relief to the suffering poor, 
who were unable to pay the fees necessary 
to obtain the services of a private physician. 
They all have in common the attribute of 
offering medical attendance, medicine, and 
other surgical appliances gratuitously to 
those who may come for it at prescribed 
times and places, sometimes without the 
slightest formality, or upon the payment of a 
small fee. 


“These centers in our large cities in 
America now minister to literally hundreds 
of thousands of patients annually, and, what 
is more serious, is the fact that the treat- 
ment afforded to the bulk of this vast army 


Presented at the American Hospital Association Convention, 
Atlantic City, 1941. 
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from the standpoint of prevention of disease 
or curative treatment is wholly unsatisfac- 
tory. . 


“From the necessarily hurried way in 
which the work is done, no less than from 
the crowding of all sorts of sick persons, 
men, women, and children of all ages and 
color, it must be said that in general out- 
patient departments of hospitals and private 
dispensaries, are a positive danger to the 
public health and a menace to the welfare of 
the practicing physician. Another evil is 
that there are people who attend the out- 
patient departments who could well afford 
to pay for advice outside and whose com- 
plaints are of a trivial character.” 


John Ransom has often stated that early out- 
patient departments “were poor places in which 
poor medical service was given to poor people.” 


Out-Patient Departments Are Founded and 
Operated for the Poor 


Further words are not necessary to establish 
the fact that originally out-patient departments 
were founded and are still, in the main, operated 
for the poor. With the development of pay 
clinics, the definition of the word “poor” has also 
changed in interpretation for admission eligibility 
to out-patient departments and various types of 
institutions have been set up to give medical 
service to both the indigent poor and low wage 
groups. 


Thirty years ago the medical profession be- 
came concerned with the spread of the out-patient 
idea. Criticism of adverse and militant character 
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was made that out-patient departments accepted 
over the counter, without investigation, too large 
a percentage of their clientele. Organized med- 
icine devoted many meetings and hours to dis- 
cussion of how to combat this spreading octopus 
of evil which was stealing their private practice 
and educating the public to the “something for 
nothing” idea of medical care. 


In order to answer these accusations being 
made against them by the medical profession, 
the Associated Out-Patient Clinics of New York 
appointed a committee to survey the field and 
from their evidence they decided upon the fol- 
lowing solution: 


Aims and Purposes of Out-Patient Departments 


“The general aims and purposes of the as- 
sociation of New York City Out-Patient 
Departments are as follows: 


1 The coordination of the work of exist- 
ing dispensaries and out-patient clinics. 


The elimination of unworthy applicants 
for treatment. 


The promotion of proper standards of 
treatment. 


The promotion of economy and effi- 
ciency in dispensary management.” 


During this same year Dr. Michael M. Davis, 
then director of Boston Dispensary, reported on 
the out-patient departments of that city, 


“The stream of poverty, suffering, and dis- 
ease which pours into an out-patient clinic 
presents us daily with the question, what re- 
sults are we achieving? From the medical 
standpoint, the out-patient department is 
usually the poor relation of a hospital, but in 
direct influence on the masses of the people, 
it is actually the most important. The throng 
of patients pass to the clinical dispensaries, 
are seen by them and gone; sometimes they 
come back for treatment but often they do 
not. 


“How correct is the diagnosis and how 
much ultimate benefit the patient derives 
from the treatment are matters which, in a 
large proportion of cases, are’not ascertained, 
nor even inquired into. We have as yet no 
organized standards of judging our accom- 
plishments. Of the hundreds of thousands of 
dollars spent in maintaining out-patient 
clinics, has a single thousand been devoted 
to a systematic study of results achieved, 
with a view of estimating efficiency, estab- 
lishing standards and improving methods?” 


Another quotation from this same period is as 
follows: 

“Tt is not much to say that the present sys- 
tem of out-patient work disguised though 
it be under a garb of private philanthropy is 
a huge machine for the manufacture of 
paupers.” 


Future Policies Based on Past Experience 


It must have been for the reasons cited above 


that the American Hospital Association in 1914- 


appointed a Committee on Out-Patient Service 
with Doctor Davis as chairman. The first inte- 
grated comprehensive report and recommenda- 
tions to the Association appears for that year as 
a result of this Committee’s effort. 


What has been said so far may appear to be 
ancient history. But it is axiomatic that the pol- 
icy for the future must be based somewhat upon 
our experience of the past. During succeeding 
years, from the time of its inception until it was 
discontinued, the Out-Patient Committee each 
year contributed much to the progress in stand- 
ards of service and management. Constantly, the 
points of keeping in mind changing economic and 
social conditions were impressed upon the mem- 
bers of the Association. Standards for economic 
eligibility were set up. Relations with private 
practice were established and the social needs for 
out-patient service justified. Today, the criticism 
of out-patient departments has practically van- 
ished and in almost all cities the institution is 
working hand in hand with the medical pro- 
fession. 


If the standards of an institution today are 
such that only the indigent are accepted for care, 
should an institution continue to carry the med- 
ical problems of a family whose wage earner is 
now employed? Do out-patient departments have 
a responsibility to return to the referring physi- 
cian patients whose financial status has changed 
sufficiently to pay for private care? Should im- 
provement on changes for the better or social and 
economic status exclude from further treatment 
patients now registered? Knowing that unem- 
ployment in the country has dropped from a 
figure around thirteen million to a sum of about 
four and one-half million is it not to be expected 
that needs for such medical philanthropy will 
become less? 


To all of the above one must answer “Yes” but 
with reservations. The solution of the problems 
is not as easily handled as all that. Many fac- 
tors, as I have pointed out, influenced the building 
up of the system and many new factors will have 
an influence on future programs. Again turning 
to the report of the Out-Patient Committee of 
the first post World War I year, concern was ex- 
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pressed by the chairman because years such as 
those had never been encountered before. These 
words may be repeated again with certainty. The 
boom days ahead of us may not take long to 
reach the horizon. If there is any relief from the 
large attendance in out-patient departments in 
these days, one should be sure it is only of tem- 
porary nature before dismissing the problem. 
Surely, when administrators find status of* pa- 
tients have changed enough to permit them to 
handle their own problems, direction back to their 
family physician or competent hands is recom- 
mended. 


There seems to be no other great reason for 
making such a check unless this is the point in 
view. 


The next question is, “How often should such 
a review be made? Some institutions have a six 
months period and some up to twelve months for 
reinterview and investigation. The period should 
be of such length that the elapsed time is suffi- 
cient to give an average picture of possible 
change of significance either economic or socially. 
There can be no point of advantage to patient, 
physician, or a department to refer out tem- 
porarily or to dispose of patients unless the 
transfer can have some assurance of being per- 
manent. 


As to the future of out-patient departments, it 
is the opinion of this person that they will con- 
tinue to operate and expand in spite of any 
change, social or economic. Their value has been 
demonstrated. Their clientele has been regulated 
and controlled. They are doing an honest job 


that redounds to the credit of hospitals, the med- 
ical professions, and the patients whom they 
serve. They are doing their part in helping to 
protect the health of the nation. 


Need of a Permanent Study Committee 


Before concluding, if it is not out of order, I 
wish to recommend that in my opinion some sort 
of a permanent committee should again exist to 
carry on studies of current and future problems 
of out-patient departments. A joint committee 
of the American Hospital Association and the 
American Public Welfare Association has been at 
work and has, this year, submitted a provisional 
draft of study covering the policy that should 
govern the use of tax funds for care in non- 
governmental out-patient departments of patients 
who are public responsibilities. Possibly this 
committee should be the one to be perpetuated. 
Currently, the members of Congress are wonder- 
ing as to what the social and economic results 
are to be following the return of peace to the 
world and the culmination of our defense efforts. 
The absorption into other employment of de- 
fense industry employees released through cessa- 
tion of these activities is foremost in their mind. 
Recent utterance of even one of the most con- 
servative members of the United States Senate 
makes one believe that there is bound to be 
more “statism” for both industry and agricul- 
ture. Existing management and plans of indi- 
vidual enterprise are destined to be effected by 
such moves. It is well, therefore, for hospitals to 
be prepared to face the future, such as it seems 
it will be, with definite plans to continue to safe- 
guard their own democratic ideals and purposes. 





State Tax to Pay for Care of Indigent Patients Injured 
in Automobile Accidents 


Oregon Legislature recently passed a law add- 
ing fifty cents to each automobile operator’s 
license fee at the time the license is issued or re- 
newed. This fund was held by the State Treas- 
urer to reimburse hospitals for care rendered to 
the indigent patients injured in automobile acci- 
dents in the State of Oregon. 


During the two months of operation the hos- 
pitals have filed sixty claims, aggregating more 
than $3000, all of which was promptly paid. Hos- 
pitals must be registered with the commission 
in order to receive benefits, and they are bound 
by a schedule of hospitalization costs fixed for 
industrial accident cases. They report promptly, 
under oath, showing name of each automobile ac- 
cident victim cared for, number of days’ care 
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given, amount of claim, history of efforts made 
to collect costs from the patient and the victim’s 
own affidavit. The State pays the hospital only 
when the patient is unable to do so. The hos- 
pital is given ninety days in which to try to col- 
lect before submitting its bill to the State. 


According to the fund director, the plan is 
working out satisfactorily, relieving indigent pa- 
tients of the worry of paying the hospital the 
money due them, and using the State’s organiza- 
tion for a worthy activity in the public’s interest. 
A detailed statistical record of the operation of 
its motor vehicle accident fund is kept in order 
to compile reports that may help other states in 
planning a law similar to that which went into 
effect last June. 
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What Can the Hospital Do About Noise? 


CHARLES F. NEERGAARD 


one made the discovery that noise in and about 

the hospital was no help to the patient and 
that something should be done about it. If we 
had set out deliberately to design the noisiest 
possible building we could not improve much on 
the modern fireproof hospital. The monolithic 
frame and all the innumerable ducts and pipes 
are highly efficient transmitters; the hard walls, 
floors, and ceilings make perfect sounding boards 
and in the room where the patient lies, with few 
if any curtains, cushions, or carpets, there is little 
to blot up the sound waves. 


|" WAS about twenty-five years ago that some- 


Acoustics has become an exact science. In 
scores of research laboratories the nature of 
sound and better methods of controlling it are 
being determined. Yet in the hospital, which 
above all should be a place of tranquility, we 
have too often the incongruous situation that 
the surgeon’s order of perfect quiet for his crit- 
ically ill patient is the one prescription which the 
hospital cannot fill. 


Noise Outside the Hospital 


What it means to the patient, in addition to his 
physical suffering, to have to endure the mental 
and nervous strain of the many and various irri- 
tating and tormenting noises, only the patient 
can tell. Thousands have had the experience but 
let me tell you of my own. 


In 1929 my doctor sent me into a hospital for 
what he said was to be a two or three weeks’ stay. 
It took over 14 weeks to get me out and, contrary 
to labor practice, instead of receiving double time 
for overtime, I had to pay for it roundly. Ina 
plaster cast from my knee to my neck, there was 
little I could do but watch the hospital wheels 
go round, enjoy the hospital odors, and listen to 
the hospital noises. 


On the first day, as my ether dreams faded 
away, I was rudely awakened by a piercing 
screech, when the naked metal legs of my bedside 
table were dragged across the terrazzo floor. I 
was startled, but my nurse assured me that I 
would soon get used to such noises—nobody 
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minded them! But somehow, I did. As the hours 
and days slipped slowly by I became conscious of 
more and more notes in the hospital symphony 
and decided:to kill time by studying them and try- 
ing to find ways to eradicate them in any future 
hospital in the planning of which I might have a 
part. It should be stated that the institution in 
which I was an unwilling guest had been built 
before the discovery of the decibel. Yet there 
was much which I had to endure that could have 
been avoided with a little ingenuity and study. 


My room, small, with an excessively high ceil- 
ing, formed a perfect reverberation chamber. I 
know now how much more livable it would have 
been with some good acoustical treatment on 
that ceiling. It had two windows overlooking the 
service court which was enclosed on three sides 
by lofty buildings. Few noises could escape. 
Trucks backed in and dropped boxes and barrels 
on the bare pavement, and not the least of my 
joys were the 50 odd cans of ashes which were 
hoisted out of the boiler room and carted away, 
usually in the early morning. Across the street 
was a garage and one block away the elevated 
road—surely a peaceful neighborhood. 


Noise Within the Hospital 


It was not much better within. The doors to 
the corridor were uncontrolled and a constant 
source of annoyance, slamming at the slightest 
provocation, and with latches constantly chatter- 
ing. A ventilating halfdoor on the outside, de- 
signed to screen my bed from passersby, when- 
ever a draft blew down the hall, would vibrate 
two or three times against the stop, as though 
someone was knocking. Scores of times I called 
“Come in,” but no one was there. 


The lavatory had a whistling faucet from 
which, due to faulty design, the stream of water 
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roared directly into the waste, instead of striking 
quietly on the china. When the windows were 
open the shades, lacking tension pulleys, flapped 
and rustled with every breeze. I called my nurse 
by pulling a cord attached to a loud, clicking tog- 
gle switch. So did the patient in the room next 
door, and time and again his switch in the par- 
tition back of my bed broke my restless slumbers. 
The partitions were thin and during my long stay 
I heard far more than I enjoyed of the sufferings 
of several successive neighbors—grunts and 
groans, nausea, delirious ravings, and, during vis- 
iting hours, the painfully cheerful voices and 
laughter of friends and relatives. How I longed 
for a soundproof wall! 


The floor above was thick enough to protect my 
ears from footfalls but whenever a pan dropped 
with a whang on the terrazzo, I knew it too well. 


As my horizon of hearing widened I discovered 
that my room was directly across the corridor 
from the utility room and toilet and but a few 
doors from the serving kitchen—and they proved 
boisterous neighbors. 


And the corridor—what a tunnel of Babel it 
was! All sorts and conditions of sounds traveled 
up and down its length and poured through my 
ever-open door—loud voices, exasperating stage 
whispers, the swish of starched skirts, the foot- 
falls of hurrying nurses, the clash of opening and 
closing elevator doors and bang of those to linen 
and rubbish chutes. Scant attention was paid 
to the “Please Be Quiet” sign. One surgeon, 
with a voice like the Bull of Bashan, always raised 
it a few decibels as he strode along, issuing in- 
structions to his nurses or encouragement to 
anxious relatives. Then there was that perfect 
example of a misnomer—the “Still Small Voice” 
by which the telephone operator in shrill tones 
paged “Doctor Hickock”—“Doctor Hickock.” It 
was neither “still,” day or night, nor “small.” 


The hospital had steam heat and the installa- 
tion was not a particularly successful one. When 
the radiators were cooled off at night and re- 
heated in the morning, several of them in my 
neighborhood banged and rattled like steel plates 
in a boiler factory. 


After dark many sounds unnoticed by day 
made their contribution. In the far off engine 
room there was a particularly annoying pump 
which thumped, thumped, thumped, with tire- 
some regularity all through the night, and the 
metallic clack of the elevator starting mechan- 
ism was clearly audible. 


For 14 weeks I enjoyed such surroundings and 
ever since I have been bedevilling manufacturers 
to make their equipment and gadgets quieter and 
architects and engineers to give more heed in 
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their hospital planning to the permanent reduc- 
tion of noise. 


Inside Noises Controlled or Minimized 


Without our present-day knowledge and proper 
planning and use of acoustical treatment many 
of the inside noises can be controlled or min- 
imized and those coming in the windows muf- 
fled to an unobjectionable level. In my own prac- 
tice I have formulated certain minimum stand- 
ards—acoustical material of 70 per cent absorp- 
tion in corridors, nurses’ stations, visitors’ rooms, 
quiet rooms and nurseries and all service units 
where noise originates. Particularly important, 
is the entrance lobby and adjoining visitors’ and 
admitting rooms, so that whoever enters senses 
a hushed and quiet atmosphere. In one or two 
hospitals I have been able to use, in all patients’ 
rooms, a relatively inexpensive material with 
about 45 per cent absorption, with results well 
worth the extra cost. In the selection of mate- 
rials hospital maintenance should be taken into 
consideration. Any material which cannot be 
washed and painted with lead and oil paint should 
be tabooed, as cleaners and painters are no re- 
spectors of specifications that ceilings should be 
only vacuum cleaned or sprayed with acoustical 
paint. There is too much hazard in anything 
which requires unusual treatment. 


Special Hospital Hardware 


Special hospital hardware has long since si- 
lenced the door. Sturdy friction hinges hold it in 
any desired position for ventilation and prevent 
slamming; soft rubber bumpers set in the jamb 
and a soft rubber roller latch stop chattering and 
allow the door to be closed with scarcely a sound. 
If it is hung so that it screens the bed there is 
no need for the half door, which saves some $30. 
Contrary to usual hospital specialties, this hard- 
ware costs about $4 less an opening than the 
conventional ballbearing hinges, overhead door 
check, floor stop and metal latch and lock. 


A noiseless mercury switch is used for light- 
ing and when applied to the nurses’ signal sys- 
tem insures its quiet operation and reduces the 
cost by about half as compared to the old type 
equipment. 


Silencing the Utility Room 


The utility room has been silenced effectively. 
Bedpan and utensil racks are anode rubber plated; 
the waste can has rubber bumpers on its bot- 
tom and cover and its handles wound with sur- 
geon’s tape. Linoleum or rubber counter tops 
replace marble. The embarrassing publicity of 
the toilet is a thing of the past. Quiet flush 
valves and swirling toilet bowls have practically 
eliminated it. Domes of Silence on furniture legs 
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are merely a matter of maintenance. Modern 
central food service, where all trays are prepared 
in the main kitchen and delivered to the pa- 
tients’ room on enclosed, rubber-tired trucks, then 
returned to the central dishwashing room for 
cleaning, removes many causes of complaint from 
the patients’ floor. 


Floor Coverings 


Practically all the finished floors in my hos- 
pital were either tile or terrazzo—easy to clean 
but hard to walk on and noisy. The ideal floor 
covering is yet to be found. Linoleum and asphalt 
tile leave much to be desired in both noise and 
wear. There is a cushion-backed rubber flooring 
which I have been using in corridors which has 
proved most effective. It is quiet and soft under- 
foot, but too expensive for the whole building. 


Floors and partitions are, for me at least, an 
unsettled problem. Sound insulation is expen- 
sive and the results are not always predicta- 
ble. A recent publication outlines a_ series 
of measurements made by a testing laboratory 
of different types of partitions erected in an 
apartment house. I was chagrined to find that 
the sound transmission loss on a partition which 
I have been recommending on the strength of 
a laboratory rating of 51 db. showed but 38 db. 
when actually in place in the structure. 


Laboratory Findings on Noise Problems Should 
Be Given More Study 


If a layman may venture to suggest, it seems 
to me that the practical application of laboratory 
findings should be given more general study and 
various interrelated noise problems in a building 
considered as a whole with due emphasis on the 
cost feature. For example, how can we most eco- 
nomically design an acceptably quiet room for 
patients? What effect has sound absorption on 
sound transmission? Will the use of 70 per cent 
or 45 per cent acoustical material on the ceiling 
obviate or reduce the need for insulated floors 
and partitions, and to what extent? An authori- 
tative unprejudiced source of information to 
which hospitals might turn for advice on what 
ought to be done, how to do it, and what it will 
cost would be of great service. 


In the mechanical plant the proper location of 
boiler room, laundry, kitchen and workshops are 
basic to a satisfactory plan. When oil is used for 
fuel the ashcan problem vanishes. Specifications 
for all machinery should call for quiet operation, 
insulated bases and flexible connections on all 
pumps, fans, etc., to check the transmission of 
vibrations throughout the building. 


The portable radio’s increasing use is another 
argument for acoustical treatment in every room. 
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Air conditioning, particularly in the south, is be- 
coming a “must” for hospitals and its ducts will 
do their bit as sound carriers. 


How much must be spent for an acceptably 
quiet building is a difficult question to answer. 
The cost of the modern hospital has become so 
staggering that rarely has a building committee 
sufficient funds to get in everything. When the 
inevitable pruning begins, the theory that quieted 
floors and partitions are worth thousands of dol- 
lars extra is often rudely brushed aside. The 
high cost of acoustical treatment frequently jeop- 
ardizes its adoption. If manufacturers would 
only establish a special 50 per cent hospital dis- 
count they might measure their sales volume in 
acres instead of square feet, and earn the eter- 
nal gratitude of thousands of patients. 


Applying Standards for Noise Abatement 


To give you a specific example, take a 70 bed 
hospital now under construction where my mini- 
mum standards for noise abatement were adopted. 
The quiet which, as I have previously described, 
has been standardized in a great deal of equip- 
ment was bought at no extra cost. The major 
item, acoustical treatment, was contracted for at 
$4140, or about $60 a bed. An alternate figure 
of $2200 additional provided for the acoustical 
treatment of every patient’s room and ward— 
100 per cent coverage at $90 a bed. This hos- 
pital, completely equipped, is costing around 
$6000 a bed, so that the investment for minimum 
standards of quiet represents but one per cent 
and for a complete job, 114 per cent. What will 
this $90 a bed’ mean in terms of the hundreds of 
patients who will occupy it over the years? On 
the average, each bed accommodates 30 patients 
a year, so that if $3.00 would be added to each bill 
the entire capital cost for permanent quiet in the 
hospital would be amortized in the first year. 


We know how to make the hospital quiet but 
it is surprising how many: new institutions neg- 
lect it and how many noisy old ones are doing 
nothing about it—in spite of the relatively little 
trouble and expense involved in converting their 
corridors from “megaphones to mufflers.” Only 
a few months ago I visited a new hospital which 
had cost $650,000. It was an architectural gem 
but an acoustical crime. Not a single precaution 
had been taken to insure quiet and the superin- 
tendent told me that his patients had already 
made his life a burden with their complaints. 


It would be a valuable experience for persons 
responsible for building a new hospital to spend, 
as I did, some weeks in a hospital bed, with plenty 
of time to listen. Then they would agree with 
me on the importance of guarding against noises 
in the hospital. 
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Memorandum Regarding Military Services 





Medical Students, Interns, and Residents 


HE Association of American Medical Colleges 
Tes cooperated with National Headquarters 


of the Selective Service System and the Sur- 
geon Generals of the Army and Navy in a plan 


designed to “persuade” all third and fourth year 
medical students who are physically and other- 
wise eligible to join the Medical Corps Reserve 
of either the Army or the Navy. The Army is 
in need of more medical officers for the present 
forces and its Medical Corps Reserve is prac- 
tically exhausted. Any further expansion of the 
Army will require more medical officers. The 
immediate needs of the Navy are less urgent but 
it will need more medical officers as its forces 
are enlarged. The lowering of the upper age 
limit under the Selective Training and Service 
Act of 1940 as amended to 28 years has made it 
possible for a number of interns, hospital resi- 
dents, and graduate fellows to escape induction, 
even though they had been deferred in order to 
complete their training. The plan agreed upon 
eliminates this possibility. 


The War Department has asked Selective Serv- 
ice to produce more medical officers for the Army 
and Selective Service intends to comply as fully 
as possible. There are two phases of the prob- 
lem; the first relates to medical students and the 
second to interns, residents, and graduate fellows. 


First and Second Year Medical Students 


Under the plan agreed upon the medical stu- 
dents of the first and second year including those 
students still in college who have been accepted 
for admission to the next first year class in an 
approved medical school will be under the juris- 
diction of Selective Service. When a student who 
is a member of a college R.O.T.C. is accepted by 
an approved medical school he should be advised 
to apply three months before graduation from 
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college for transfer to the Medical Administrative 
Corps Reserve or to the Naval Reserve. 


Third and Fourth Year Medical Students 


The War Department has a Medical Adminis- 
trative Corps Reserve and the Navy has a Naval 
Reserve to which third and fourth year students 
are eligible. Selective Service is prepared to 
recommend to local boards that deferment be dis- 
continued for all third and fourth year medical 
students, regardless of their classification, who 
are eligible for a commission in either of these 
reserve corps. Students commissioned as Second 
Lieutenants in the M.A.C.R. will be under the 
jurisdiction of the Surgeon General for the Army 
and will be eligible for call to military duty for 
a period of five years from the date of their 
commission. Those commissioned as Ensigns, 
Hospital Volunteer (Probationary) in the Naval 
Reserve will be under the jurisdiction of the Sur- 
geon General of the Navy. If they do not apply 
for commissions as Lieutenant (junior grade) in 
the Medical Corps Reserve of the Navy at the 
time of graduation they will be automatically dis- 
charged from the Naval Reserve, whereupon they 
would be returned to the jurisdiction of Selective 
Service and become subject to immediate call for 
military duty. 


The reserve corps of the Army and Navy will 
have a pool of potential medical officers at the 
time the students graduate and complete their 
internships. All students not eligible physically 
or otherwise for either the M.A.C.R. or the Naval 
Reserve will remain under the jurisdiction of 
Selective Service. 


Each fourth year student in the M.A.C.R. 
should plan to apply for a commission in the 
Medical Corps Reserve within twelve months 
after graduation from medical school. Each stu- 
dent in the Naval Reserve should apply about 
three months before graduation for a commission 
in the Medical Corps Reserve of the Navy. It is 
expected that each student will be permitted to 
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complete an internship of at least one year. If 
a student in the M.A.C.R. fails to apply within 
one year after graduation for a commission in 
the Medical Corps Reserve of the Army or the 
Navy, he will be returned to the jurisdiction of 
Selective Service and becomes inductable into the 
regular military forces. If a student in the Naval 
Reserve does not apply for a commission at the 
time of graduation he will be automatically re- 
turned to the jurisdiction of Selective Service. 
When a student accepts a commission in the Med- 
ical Corps Reserve of the Army he is liable to 
call for active duty for a period of five years from 
the date of his Medical Corps commission (time 
in the M.A.C.R. is not credited to his new com- 
mission). When a student accepts a commission 
in the Naval Medical Reserve he is liable for call 
for service during the national emergency. 


The Association has adopted a policy that all 
third and fourth year students be urged to apply 
for a commission in the M.A.C.R. or the Naval 
Reserve and that the deans of the medical schools 
henceforth refuse to support the request of stu- 
dents for further deferment under Selective Serv- 
ice until they have applied for a commission in 
either the M.A.C.R. or the Naval Reserve, if 
physically and otherwise eligible for such com- 
missions. There then would be the choice of 
either joining one of the reserves or being sub- 
ject to induction as a private. 


Interns, Fellows, and Residents 


A somewhat similar situation pertains to in- 
terns, fellows, and residents. Even though they 
have been deferred by Selective Service in order 
to complete their training or to maintain the 
essential services they are rendering in the local 
communities, these individuals are not inductable 
when they reach June 30, following their twen- 
ty-eighth birthday. A considerable number of 
such young men have taken advantage of this 
situation and have not accepted commissions and 
have not carried out the implied obligation of 
their deferment. It is quite clear to all that the 
situation in the hospitals requires more prompt 
action because of the older age of the group and 
also that it is administratively more difficult be- 
cause there are about 800 hospitals approved for 
internships and residencies. It has, therefore, 
been proposed by Selective Service that the de- 
ferment of all interns, residents, and fellows 
be discontinued for those who are eligible for a 
commission in the Medical Corps Reserve of either 
the Army or the Navy. 


Under the plan outlined, potential pools of fu- 
ture medical officers comprising fourth and third 
year medical students will be created under the 
Surgeon Generals of the Army and of the Navy. 
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Pools of medical officers will also be created com- 
prising interns, residents, and graduate fellows 
under the same jurisdictions. In the case of the 
Army, each of the pools will be subdivided geo- 
graphically and placed under the administration 
of the Corps Area Surgeons. 


Advisory Committee Will Recommend Reserve 
Officers to Be Called 


The Surgeon General of the Army has agreed 
to appoint an Advisory Committee to each of the 
Corps Area Surgeons comprising representatives 
of the medical schools, of the hospitals and of the 
medical profession of that area. The proposed 
Advisory Committees would advise the Corps 
Area Surgeon in calling to duty the reserve of- 
ficers in such a way that their withdrawal from 
the hospitals and other institutions would inter- 
fere least with the services which those insti- 
tutions are rendering to their local communities 
or that would impose as little handicap as pos- 
sible in the continued training of these young 
men in the various specialties. As far as prac- 
ticable residents in hospitals approved for grad- 
uate education will be permitted to complete prep- 
aration for their specialty. All concerned recog- 
nize that the military as well as civilian needs for 
specialists should be given full consideration. 


The Executive Council bas nominated to the 
Surgeon General a representative of the medical 
schools for the Advisory Committee to the Corps 
Area Surgeon in each of the nine corps areas. 
The American Hospital Association with the ap- 
proval of the Catholic Hospital Association and 
the National Hospital Association, has been asked 
to nominate to the Surgeon General of the Army 
representatives to the Advisory Committee to 
the Corps Area Surgeons. This has been done. 
The American Medical Association has been asked 
by the Surgeon General to designate the repre- 
sentatives of the medical profession on these Ad- 
visory Committees. 


As another means of augmenting the Medical 
Corps of the Army and of offering inducements 
for young physicians to take commissions, the 
Surgeon General of the Army has recommended 
to the General Staff that promotion in the Med- 
ical Corps by selection be put into effect. If 
this proposal of the Surgeon General is approved, 
medical corps officers with special qualifications 
will be given rank higher than that of First Lieu- 
tenant. It is the intention to make promotions 
from among those who are already in the Corps 
but it also has been proposed ‘that provision be 
made to make new appointments above the rank 
of First Lieutenant for those who are properly 
qualified. This request of the Surgeon General 
has not, at this writing been approved. 
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Purchasing Procedure—Part Il 
PAUL L. BURROUGHS 


Personnel 


In this discussion of personnel for the “pur- 
chasing function” in a hospital we will take up 
two of the main problems confronting us. First, 
the number of people required; second, the type 
and kind of people required. By the term “pur- 
chasing function” we mean all of the duties nor- 
mally given to the purchasing department. These 
include actual buying, receiving, storage, issu- 
ance, inventory record posting, invoice checking 
and so on. 


Much has been written about the ratio of per- 
sonnel to patients. Many studies have been made 
but they deal with the whole hospital personnel 
of which we are but a very small part. There 
seems to be nothing in the hospital literature 
about a ratio of personnel for the “purchasing 
function” to any given number of beds or pa- 
tients. Since there seems to be no such ratio 
available we will try to establish one for our- 
selves. In the Rochester hospitals, six in number, 
we found that there is a general average of about 
114 persons to each 100 beds. This is, of course, 
only in the city of Rochester. However, further 
inquiries of some 10 or 11 widely separated gen- 
eral hospitals of all sizes gave us the figure of 
144 persons per 100 beds. In general we might 
say that approximately 114 to 114 persons per 
100 beds would be a sufficient number to do the 
work involved in the “purchasing function” in 
any given hospital. 


Many factors enter into the estimation of the 
personnel needed for your hospital. A few of 
them are as follows: 


1 Do you have a centralized or decentralized 
system of purchasing? 


What kind of hospital do you have? Is it 
governmental, teaching, or private? 

3 What size is the hospital? 

4 Does administrator interview all sales- 
men? 


If it is a small hospital, does the admin- 
istrator do the buying, or does he dele- 
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gate part of this function to department 
heads such as the dietitian and pharmacist, 
or even some member of the staff? 


Is the stores department under the super- 
vision of the purchasing department? 


Will the purchasing office do the work of 
record posting and invoice checking and 
other clerical routines? 


These and many other questions of like nature 
must be answered before you can estimate the 
number of people you need in your hospital for 
the “purchasing function.” 


The type and kind of personnel should be given 
very careful consideration. Square pegs will not 
fit into round holes. We must remember that 
there is a distinct minimum of intelligence that 
all of our personnel must possess. There is like- 
wise a maximum. To illustrate this point, let 
us take the clerk who posts the perpetual inven- 
tory records. This person must have arithmeti- 
cal ability, steady control of muscles, an ability 
to sort correctly and rapidly, a high degree of 
tenacity and good penmanship. For the sake of 
the accuracy of your records, you should not go 
below the level of intelligence necessary to supply 
these qualities. Suppose you were able to get a 
person who satisfactorily met all of these re- 
quirements and, in fact, exceeded them through 
educational accomplishments and natural ability. 
Putting this kind of person on. that job would be 
a mistake. There is little doubt that this indi- 
vidual would soon be looking elsewhere for a posi- 
tion because he would be bored with the work 
that was actually beneath his ability. This type 
of person frequently accepts a job of an inferior 
kind just as a stop-gap while waiting for some 
other position to open. 


Unfortunately, few hospitals, because of the 
expense, are able to give intelligence tests or 
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tests designed to show special abilities, though 
there are many good ones for that purpose. We 
must, therefore, use the old methods of personal 
judgment, which is bad at best in the majority 
of cases. But we can do a job analysis to dis- 
cover what qualities are best suited to our needs. 
A job analysis will bring out some actual facts 
about each position that will be helpful in future 
appointments. For example, the study will tell 
us that for a stock clerk we need unquestioned 
honesty, physical fitness to handle heavy articles, 
and a little of the ability to get along with people, 
particularly, if he delivers goods to the using de- 
partments. You will find that your storekeeper 
must have all these characteristics, plus an ability 
to organize the work of the stockroom and think 
straight. He should also have a flare for detail 
work. The file clerk should know her alphabet. 
The typists and stenographers should be able to 
write a letter without errors. They should be able 
to correct spelling and grammatical errors made 
by the purchasing agent or others. They need 
not be the most rapid in the business. A normal 
speed in typing of 50 to 55 words per minute 
and a speed of approximately 100 words per min- 
ute in shorthand is entirely adequate for the av- 
erage man. The telephone operator should be 
courteous above all things. If one has an assist- 
ant, he should have practically all of the abilities 
mentioned plus that vague something known as 
“personality.” He should be able to take over 
when the purchasing agent is out. He should be 
reasonable. These are all rather “large orders” 
but just as much, yes, considerably more, effort 
should be expended when buying the services of 
an individual as when placing a large and impor- 
tant order for supplies or equipment. Inciden- 
tally, the employee is, in the long run, usually 
the most expensive. 


It is obvious that there are some of us who 
have people who do two or more of the jobs just 
mentioned and, if so, we must give that much 
more effort to the hiring of the individual. Do 
not let the fact that a person says he is extremely 
interested and he likes to do a particular job in- 
fluence you. Frequently, this backfires on you. 
The secret is liking the things you have to do, not 
in doing just the things you like to do. Re- 
member, too, that experience tells us that if the 
person is under 30 years his interests may 
change, especially if there is a bigger salary and 
a better job somewhere outside. We buy loyalty 
just as any other commodity except in rare cases 
or unusual circumstances. 


This leads us to the conclusion of the remarks 
on personnel. And that is that we must learn 
immediately that we must pay salaries as nearly 
commensurate with industry as is humanly pos- 
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sible. If we do not do this we are going to face 
some hard times in the not too distant future. 
This is particularly true with the kind of help we 
must have for the purchasing function. Every 
day we are finding our best help going out into 
industry for better salaries and there is little we 
can do to stop this migration except to pay more 
liberally for the work we must have done. Pur- 
chasing departments are usually the least expen- 
sive of any department in the hospital, so we 
should be allowed this privilege. 


Reference Material 


The subject of reference material should be di- 
vided into two sections. The first section will 
include all outside sources of information such 
as those providing market trends, standards and 
specifications, new products, business reviews, 
business conditions, etc. The second section will 
deal with that information which you have in 
your office regularly, more commonly known as 
the catalog file. 


Our outside sources of information. are many. 
They include any of the regular daily or weekly 
business services, such as the “Kipplinger Let- 
ter,” “Dun and Bradstreet, Inc.,” “Babson’s Busi- 
ness Service,” “McGill Commodity Service, Inc.,” 
“Wallstreet Journal,” etc. Then there are the ob- 
vious publications with which we are intimately 
associated, such as the magazine, HOSPITALS, 
the official Journal of the American Hospital As- 
sociation; Modern Hospital, Hospital Manage- 
ment, and others. There is one other magazine 
that could be mentioned here, called Hotel Man- 
agement, out of which many valuable pieces of 
information can be had. 


There is another group of magazines repre- 
sented by such publications as the New York 
Journal of Commerce, Purchasing. For informa- 
tion on standards and specifications, we have the 
“Manual of Specifications for the Purchase of Hos- 
pital Supplies and Equipment,” which is published 
by the American Hospital Association, a copy of 
which has been sent to every Institutional mem- 
ber. For information beyond that given in this 
manual, we also have access to all of the pam- 
phlets that are put out by the Department of 
Labor. These are available through the Super- 
intendent of Documents in Washington, D. C. 
These bulletins are very valuable for reference 
and the cost is relatively small. 


There are other magazines of general interest 
since they deal with the trends of the day, mar- 
ket and general financial news, and the newer 
business theories as they appear. There are two 
outstanding ones in this category. First, Na- 
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tion’s Business, a monthly magazine, and second, 
Business Week, a weekly. Then there is the 
“Hospital Yearbook,” published by Modern Hos- 
pital Publishing Company, Inc., Chicago. It con- 
tains a wealth of material that is intended only 
for hospitals; sources of supply, a valuable direc- 
tory of hospital products, manufacturers’ cata- 
logs, purchasing and other reference data will be 
found to be very helpful. All of this is assem- 
bled in one large but very compact volume. We 
also have the “Hospital Abstract Service,” pub- 
lished by Physicians Record Co. of Chicago. It, 
too, is a splendid source of information. Obvi- 
ously, there are other good sources of informa- 
tion with which you may be familiar, but what 
has been given should serve as a guide. 


The second section deals with the catalog file. 
This instrument of the purchasing department is 
of considerable value and its maintenance is not 
the least important service rendered by the pur- 
chasing office. It will require time and effort to 
keep it up, but, if this is done, it will serve as a 
valuable adjunct. 


The number of catalogs necessary in a pur- 
chasing office will vary but little with the size of 
the hospital, since we all must have the same in- 
formation about the same things regardless of 
size. The vendor companies wish to place their 
catalogs in the hands of the people who place the 
largest orders, so if you are buying in rather 
small quantities, you will have to ask for them. 
In almost all cases the vendors are perfectly will- 
ing that you have a copy. Over your desk you 
receive the usual “Commercial Fliers,” but they, 
for the most part, should be classified as junk. 
In some cases, however, you may wish to save 
certain pamphlets that come to you in this way. 
If so, they can be incorporated in your catalog 
file. 


Perhaps it would be well if we gave a little at- 
tention to the catalog system used by industry. 
In the first place there is a national standard size 
for a catalog. It is 814 x11. Unfortunately, not 
all concerns stick to the standard size, so that you 
will find many that are 5 x 7, 6 x 8 and other 
sizes. You will also find many that are much 
larger and therefore inconvenient to handle. In 
fact, there are literally dozens of different shapes 
and sizes. In addition to the difficulties of size, 
you have the various types of bindings. There 
are the regular book-bound catalogs, the latest 
spiral type bindings with its many variations and 
the single sheets and pamphlets. 


One very large and successful industry uses 
the following method: They classify all 814 x 11 
catalogs that are book-bound as “A” and place 
them all in a bookcase. This is, of course, the 
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classification. of physical characteristics rather 
than context. With this type of classification the 
ordinary library method of filing is used. Then 
they place all of the 814 x 11 catalogs of spiral 
binding, stapled or unbound, in a standard letter 
file and mark them “B.” The third group con- 
tains those in a 5 x 7 class and are placed in a 
vertical letter file with the classification of “C.” 
The last group is made up of all the odd sized 
sheets, enclosures, and folders with the classifi- 
cation of “D.” These are placed in ordinary ma- 
nila folders in a vertical letter file, marked in 
accordance with their particular system. Then. 
after this set-up is arranged to the liking of the 
person in charge, they go about the job of cross 
indexing by the use of the vertical 3 x 5 card. In 
this case the catalog file contains some 2000 items. 
A constant check is made to avoid obsolescence. 
The old items are removed periodically and new 
ones are added. We can use some of the better 
parts of this system in producing what we in the 
hospital field require as a catalog file. 


Like any other phase of procedure, in any hos- 
pital business office, systems for indexing cata- 
logs should be set up to meet the particular re- 
quirements of the job to be done. We expect to 
have all sorts of requests for technical apparatus, 
regular supplies, x-ray equipment, cooking uten- 
sils, and thousands of other items. To meet these 
requirements we must then be able to look up a 
class of commodity and find the location of all 
catalogs showing that type of goods. To do this 
we use a simple 3 x 5 vertical card index. More- 
over, we should like to know from this same 
source, the name of the company and the location 
of that company. In order to meet other re- 
quirements it is necessary for us to have our file 
cross-indexed; that is, we should be able to look 
up the name of the company and find on, the card 
not only a list of the products which appear in 
their catalogs but also the location of each cata- 
log in our possession. Thus, if you wanted to 
know all the vendors in bonecutting forceps you 
could go to the card-index and find under the 
heading Instruments, Surgical, the name of not 
one, but several vendors of surgical instruments. 
On the other hand, if you wanted just the catalog 
of a certain company, you could find in its proper 
alphabet location. in the card-index, one or more 
cards with that company’s name showing both 
the character and location of their trade publica- 
tions. The location is indicated in every instance 
by a code letter in the upper left hand corner of 
the index card. “B” indicates a bound volume 
and directs us to a cabinet where bound catalogs 
are kept on shelves like library books. “S” indi- 
cates a spiral binding, and these also are in a 
shelf cabinet, like books. “P” means we are to 
find a pamphlet or paper bound catalog in a ma- 
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nila folder in a vertical file; and “C” represents 
a circular or any of the miscellaneous “junk” 
which may be kept for a time, this group also 
kept in. manila folders filed according to the com- 
pany name in a vertical file. Any combination 
of these may be made for convenience: For ex- 
ample, a spiral bound catalog too large to be stood 
on a book shelf might be lettered “SP” to indi- 
cate that it is filed in the vertical file in back of 
pamphlets by the same company. All this means 
that with a very minimum of time and effort we 
can put our finger on all available data for any 
item we want. 

An exceedingly important function of our file 
system is to give us control over the catalogs that 
are in our library. Many times a doctor will ap- 
pear in the office and want a certain catalog or 
want information about a certain. item that he 
has seen at some meeting. If you allow your cat- 
alogs to leave your office you stand a good chance 
of losing a part of your file. The better method 
seems to be to limit the use of these to your own 
office. If you do loan a catalog, make a practice 
of having one person responsible for the main- 
tenance of the file and see that an out-guide re- 
places the borrowed catalog during its absence, 
and do not depend upon memory to determine 
who has it when you need it. 

With a device of this sort—which may be 
worked out on vertical cards or on any of the 
varieties of visible indices—your catalog file will 
give you the information you want if you take 
care of it properly. It must, of course, be kept 
up to date by a periodic check. When you find 
a catalog that is too old to be of service, try to 
get a new one from the vendor. A form that is 
widely used in industry is very good for our use. 
It is printed or typed on an ordinary penny post- 
card and contains the following information: 


“We are revising our library of catalogs 
and desire a copy of your latest catalog of 
To insure receiving new publica- 
tions as soon as issued by you, we would like 
to have our name placed on your mailing list. 

“(Mark all catalogs ‘For Purchasing 
Dept.’)” 





Desirable Contacts 


While the subject of desirable contacts is closely 
allied to the first section of reference material 
which dealt with the various periodicals, it should 
not be confused with the type of contact referred 
to in this division. This contact is more on the 
“personal” side. Its value cannot be overempha- 
sized. 

One of our most valuable contacts is member- 
ship in the American Hospital Association, the 
local State Hospital Association, the American 
College of Hospital Administrators, American 


50 





College of Surgeons, and the American Medical 
Association. These should include either or both 
individual and hospital memberships. Know your 
fellow worker, who struggles with problems simi- 
lar to yours. See how he does his job. Ask him 
questions about your own problems. Visit hospi- 
tals as often as you can. A “postman’s holiday” is 
a lot of fun,too. Many times you will be green 
with envy when you see brand new equipment, a 
spotless stainless steel kitchen, a utility room that 
shames your own. Many times you will look at 
the other hospital and say to yourself that you 
are not so badly off at that. Whatever the reac- 
tion, you will find many wavs of improving your 
methods. You go back to your own hospital with 
some new ideas, yes, and some new inspirations, 
too. 


Attend all the conventions and meetings of 
these associations that it is possible for you to 
attend. Here again you rub shoulders with the 
people you read about. They are a fine lot of 
people. They are most helpful when asked for 
information. The meetings are held for this pur- 
pose. Go to hear the talks by people who are 
chosen for their respective abilities. Go to the 
exhibits and see as much as you can. The men 
in charge of these exhibits spend considerable 
time, effort, and money in the preparation of 
something they think you will enjoy. Do not 
pooh pooh the “gadgets” that are shown, for 
the gadgets of today may become the necessi- 
ties of tomorrow. Remember the gatch bed was 
once known as a “gadget.” At these conventions 
and meetings you can acquire still more inspira- 
tion to take home with you. 


Cooperative groups are in many cases profit- 
able to join. They can save you money. They 
are usually of greater benefit to the smaller hos- 
pitals than to the larger ones. This is, of course, 
due to the increased buying power of the larger 
hospitals. It is also a fact that not infrequently 
some hospitals, by careful buying, can get better 
prices than a cooperative group may have to 
offer. Local conditions may prevail that make 
this possible. An extremely valuable service ren- 
dered by these cooperative groups is the check 
which you have on your local price situation. 
These cooperative groups are desirable contacts 
and you should consider them in the light of your 
own circumstances, weighing carefully the ad- 
vantages accruing to your hospital against the 
cost of membership. Reference is made here to 
the Hospital Bureau of Standards and Supplies. 


Local cooperative groups will work if you can 
get, and keep, a real cooperative spirit among the 
representatives of all the hospitals who belong. 
These representatives must have authority to act 
and to commit their own hospitals to the will of 
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the majority. They should be willing and able 
to make concessions at times. Without this real 
cooperation and authority, the whole principle of 
cooperative buying will fail. 


The Salesman 


The salesman is another valuable contact. Do 
not look upon him as a pest. Frequently he is a 
pest, but even pests can be used to very good ad- 
vantage at times. He might have just what you 
want. This might happen at a time when it is 
important that you get that article you need. It 
is unfair, however, that he be called a pest. He 
has a job to do and that job is “selling.” He is 
trying to do his job. So are we, and our job 
is to “buy,” remembering the four cardinal prin- 
ciples of quality, quantity, delivery and price. 
If the salesman can sell you according to these 
principles you certainly have lost nothing if 
you have kept a check on your personal feel- 
ings. You have done your job for your hospital. 
There never was a man from whom something 
could not be learned and there are countless cases 
where a salesman can give you valuable informa- 
tion about the market in his particular line. He 
can usually give you a lot of sound information 
about his products, technical information that you 
might not know. His numerous contacts with 
other hospitals frequently result in an accumula- 
tion of knowledge that is helpful to you. So there 
are many advantages to the right kind of contact 
with the salesman. Be courteous, be tactful, do 
not talk too much (let him do the talking). If 
he is high pressure, just ask him “Why?” That 
one word is tough on the salesman since it always 
requires a complete explanation that that type of 
man is usually not prepared to give. 


Plant Visitation 


Another type of contact that is important for 
all of us to make, when the opportunity presents 
itself, is the plant visitation. Get the permission 
of management to go through factories in your 
vicinity. Learn to know the management. Try 
to learn that side of the picture. See with your 
own eyes the problems the manufacturer has to 
face, particularly in times like the present. One 
trip through a furniture factory will gain for you 
more knowledge about furniture than all the books 
you might read in a week. A trip through a tex- 
tile mill is a revelation beyond words. Soap fac- 
tories are most interesting and instructive. If, in 
your locality, there is a factory that produces a 
commodity that you use, get acquainted with the 
management. Who knows when you may have 
real need for some of the advice they have to offer. 
They have laboratories for testing. Such facili- 
ties are denied most of us in hospital procurement 
business. You will find that most of these people 
will be glad to be as helpful as possible. 
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National Association of Purchasing Agents 


There is one more organization that must be 
mentioned here. It is the National Association of 
Purchasing Agents. (Your local association affili- 
ated). It is difficult to outline the advantages to 
be gained from this organization. In the first 
place it is administered by the very best intelli- 
gence in the purchasing business. Many of the 
top ranking members, such as Leon Henderson, 
Donald Clark, Donald M. Nelson, John Sanger, 
George Renard, are in Washington at this very 
moment as dollar-a-year men. They are men 
whose life work has been purchasing. They are 
men who spend millions where we spend hundreds 
of dollars. They represent the largest concerns 
in this country. There can be no question as to 
the value of the contact with this group. There 
is a total of about 6000 members in this country. 
They have local associations in 60 localities. The 
dues are minimal and actually a mere pittance in 
comparison with the values you receive from mem- 
bership. There is a weekly bulletin which reaches 
your desk on Friday of each week and it has been 
said, authoritatively, that this bulletin is far ahead 
of most similar publications. This bulletin alone 
is well worth the price of membership. It gives 
up-to-the-minute news about all the vital happen- 
ings in Washington that affects all of us. It gives 
charts and graphs on commodities, pertinent facts 
about these commodities, current market trends, 
forecasts that are phenomenally accurate and 
dozens of other valuable bits of information. The 
meetings that are held in the local groups associ- 
ate you with the best purchasing talent in your 
locality. From these men, you can get specific 
information about products that you may pur- 
chase so rarely that yon know but little about 
them. There are many round table discussions 
where you can air your own views or get informa- 
tion, as you wish. There are commodity discus- 
sions from which more information can be had. 
It is an organization that is unlimited in its appli- 
cation to your every day work. The National As- 
sociation provides facilities for the solving of 
many a perplexing problem and there is no limit to 
the amount of times that you may use them. By 
all means look up your local Association and get 
the information about this group. You will make 
no mistake. 


Within your own hospital the worst thing you 
can do is to act like a “stuffed-shirt.” You are 
supposed to know more about purchasing than any 
other person in the hospital, but remember that 
there are experts in your hospital; people who are 
usually willing to help. You should allow them to 
help you and you, in turn, must help them. Find 
that elusive degree between self-confidence and 
conceit and with that knowledge cooperate. 














Supplementary Revenue 


Subsidies, Gifts, Donations, Endowments, and Other Sources of Financial Support 
OLIVER H. BARTINE 


years ago, I stated that “within the past dec- 

ade vast strides have been. made in the prac- 
tice of medicine and surgery, but it is the feeling 
of the writer that even greater progress has 
been made in the field of hospital construction 
and equipment, so that, today, the facilities pro- 
viding for the care and treatment of the sick and 
afflicted are such as were not considered possible 
a few years ago.” 


[: A paper presented by me about twenty-five 


It is my belief that the above is very fitting, 
today, with the exception of construction. You 
will recall that during the last period of infla- 
tion, the building program in every field was enor- 
mous, and for many years thereafter, little con- 
struction in the hospital field took place, with the 
result and effect that today the hospitals through- 
out the country are in need of modernization and 
new construction. This I would say is entirely 
independent of the defense program, which will 
necessitate additional facilities. However, we 
should use judgment and be very careful not to 
mortgage our future too heavily, for there may 
come a day of reckoning. Therefore, mature 
judgment should be used and I would certainly 
recommend that hospitals give this subject seri- 
ous consideration, under the guidance of repre- 
sentative authorities of the American Hospital 
Association and the American College of Sur- 
geons. 


Increasing Costs of Construction 


One should realize that twenty-five years ago 
the average cost of hospital buildings was approx- 
imately forty-three cents per cubic foot. During 
the boom period of the twenties, the cost of con- 
struction of hospital buildings rose to sixty and 
sixty-five cents per cubic foot and higher. At 
one phase of the inflation period it reached con- 
siderably beyond one dollar per cubic foot. Re- 
cently, authorities have considered sixty and sev- 
enty cents per cubic foot as a proper basis of 
figuring the cost of a hospital building. How- 
ever, today, the lowest figure obtainable has been 
eighty cents per cubic foot and in this city I 
learned a short time ago that figures that had 
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been presented came to eighty-nine cents per 
cubic foot. I simply bring this to your atten- 
tion in order that you may realize how rapidly 
the cost of hospital building is rising. My ob- 
ject in presenting these figures is to caution the 
hospitals to be very careful indeed in mortgaging 
their future and creating a condition for coming 
generations to meet. 


At the present time, during these trying days, 
I feel that the problems before us are enormous, 
and we must do everything within our power not 
only to alleviate the suffering, but to practice 
every possible economy in the operation of our 
institutions to offset the increasing costs that are 
occurring daily. The accompanying Bridgeport 
Hospital’s operating statistics were prepared cov- 
ering a period of over forty years. It is noted 
that in 1899, the average stay in the hospital was 
thirty-four days. The cost per patient per day 
at that time was $1.32, and the average hospital 
cost per patient was $44.88. In 1940, the aver- 
age stay in the hospital has been reduced to 11.2, 
and the cost per patient per day has risen to 
$4.91, the average cost per patient to $54.88. In 
other words, in forty-one years the average hos- 
pital cost has risen only $10.00 per patient. 


Patients’ Stay in Hospital 


When we consider the great advances in medi- 
cine, surgery, and nursing service, and the other 
departments of the institution, we can readily 
realize the cause for the perceptible drop in the 
number of days’ stay in the hospital per patient. 
In this forty years’ study, we found that there 
was a decrease in the number of days’ stay from 
34 in 1899, to below 12 in 1920, and during the 
past 20 years, it has remained below the 12 days 
average. In view of the fact that the patients’ 
stay in the hospital has been greatly reduced, the 
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economic saving for the patients over 40 years 
ago is of paramount importance. 


The above figures have been presented for the 
purpose of showing the rapid development dur- 
ing the active period of the American College 
of Surgeons and the American Hospital Associa- 
tion, to whom, I believe, we should give great 
credit for the many advances that have been 
made. 


Decreasing Deficits and Improving Efficiency 


In attending a meeting of a philanthropic 
agency, I found on the agenda the following: “to 
replace losses in agency income due to the use of 
invested funds for other purposes, as well as to 
the investment in less remunerative but safer se- 
curities.” This sounded very familiar to me, and 
I am quite sure it is familiar to us all, and that 
we can sympathize with those who are in such 
a serious predicament. At our hospital, ten years 
ago, the president, executive committee, the effi- 
ciency committee of the directing staff, and the 
superintendent planned a ten-year program. We 
first made a careful study of our hospital and its 
needs, and found that it was absolutely neces- 
sary to decrease the hospital’s operating deficit, 
and at the same time improve upon the efficiency 
of our institution. This was accomplished dur- 
ing the depression period. To attain this result, 
it was necessary to daily scrutinize every depart- 
ment of the institution, with special emphasis on 
accounting and collections. 


It is my belief that many hospitals in the coun- 
try follow the same practice. Dr. W. P. Morrill 
of the American Hospital Association has recently 
completed a survey in which he finds that the 
occupancy rate in the institutions he studied was 
70 per cent in 1936 and 76.64 in 1940. The oper- 
ation cost was $5.90 in 1936, and $6.48 in 1940. 
The collections in 1936 were $4.85 per patient 
per day, and in 1940 they were $5.95. The im- 
portant financial point in his study is that the 
deficit per patient per day in 1936 was $1.05 and 
had fallen to $.45 per day in 1940. The deficit 
per bed in 1936 was $.75 and in 1940 it dropped 
to $.389. These figures are very significant, and 
from them we can all realize that the hospitals, 
through lowering the deficit per patient, have 
more than offset the loss of revenue from invested 
funds. 


The Falling Levels of Philanthropic Support 


Recently, the John Price Jones Corporation an- 
nounced that in the first 6 months of 1941, phil- 
anthropic gifts and bequests in seven large cities 
of the United States fell to $43,051,198.00 from 
$45,927,457.00 in the similar period of 1940. Of 
the above, gifts alone for the first 6 months of 
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1941 were $32,899,380.00, as compared with 
$35,980,065.00 in 1940, and bequests were 
$10,151,818.00, as against $9,947,392.00 in 1940. 
These figures are quite indicative of this period 
and should make us all realize the necessity of 
improving our hospitals’ operation by placing 
them on a business basis that will not necessitate 
such large deficits shown over the years. 


In conferring with Cornelius Smith, Dwight 
Folsom and George Radcliffe, all of whom have 
made extensive studies of the financial situation 
of hospitals, they feel that the popularity of giv- 
ing money for the purpose of creating endowment 
funds has dwindled along with the income that 
can be obtained upon such funds. They all seem 
to feel that there are so many demands these 
days for money for dynamic immediate purposes 
that few people are likely to be interested in plac- 
ing their money in such a static and cold form 
as an endowment. It is felt by many authorities 
that the present is the psychological time for the 
purpose of raising funds for hospital moderniza- 
tion and construction which have been so neg- 
lected over a period of years. The feeling in 
practically all circles is that if advantage is not 
taken at the present moment for the raising of 
funds for construction purposes, the cost of con- 
struction will rise to prohibitive figures. 


Income from Investments 


One of the difficulties many institutions are 
suffering from today is the fact that their best 
grade investments were sold during the depres- 
sion era. They would have been in a better po- 
sition at present if they had disposed of their 
second and third grade investments. Then again, 
one of the difficulties is that many institutions 
used capital funds for building purposes with the 
result of diminished capital income. 


In the last depression, income from invest- 
ments suffered and the low percentage of patient 
occupancy made it difficult to meet the heavy 
burden placed upon the institutions. C. Rufus 
Rorem, in discussing the problem in Atlantic City 
of group hospitalization, stated that the reve- 
nues for group hospitalization were paying hos- 
pitals nearly forty million dollars annualy, and 
this amount was ten per cent of the total reve- 
nue of hospitals. The income from this source 
is going far today toward alleviating the suffer- 
ing of many people and also rendering great aid 
to the succesful financial operation of our hos- 
pitals. These hospitalization plans are to be sin- 
cerely commended for their great helpfulness to 
all. 


Reimbursement for the Care of the Indigent 


A recent study in one of the states proves that 
one of the most severe losses sustained by the 
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Bridgeport Hospital 
Comparative Operating Statistics from 1899 to 1940 


Total 
Days 
Service 


24,111 
27,377 
28,308 
28,049 
29,154 
30,238 
30,707 
31,317 
38,371 
35,283 
37,473 
40,725 
41,896 
43,986 
51,125 
52,671 
59,718 
74,768 
81,757 
77,208 
72,902 
70,119 
60,697 
63,106 
65,649 
68,156 
73,309 
77,678 
87,879 
90,854 
100,448 
101,888 
104,309 
105,500 
107,497 
112,407 
115,539 
116,817 
115,315 
114,054 
116,352 
127,525 


Total No. 
Patients 
Admitted 


10,220 
10,750 
18,109 
10,919 
10,024 
10,662 
11,366 
11,006 
13,822 
14,585 
15,589 
15,429 
14,781 
14,291 
16,611 
19,844 
22,872 
19,506 
21,460 
17,206 
16,289 
22,412 
20,103 
23,546 
25,177 
22,348 
18,552 
18,650 
21,316 
24,248 
27,039 
22,790 
25,426 


20,860 
18,615 
17,517 
17,349 
16,115 
19,182 
17,319 
10,248 


Total Days 
Free Service 
(Based on Deficit) 


19,677 


Average 

Hospital 
Cost Per 
Patient 


$44.88 
38.08 
41.85 
39.15 
36.96 
35.90 
36.57 
33.74 


Cost Per 
Patient 
Census Per Day 
66 34 $1.32 
75 32 1.19 
78 31 1.35 
77 29 1.35 
80 28 1.32 
82.8 1.36 
64.7 1.38 
86 1.40 
91.4 1.52 37.24 
96.2 1.58 41.87 
103 24 1.61 38.64 
111.3 1.58 34.12 
115 20 1.56 31.20 
120 18 1.60 28.80 
140 16.2 1.55 25.11 
144.3 16 1.67 26.72 
164 14.5 1.97 28.56 
204 13 2.08 27.04 
224 12.4 2.32 28.76 
211 12.4 2.62 32.48 
200 13 2.86 37.18 
192 12.9 3.71 47.85 
166.2 11.2 4.00 44.80 
172.8 11.5 4.24 48.76 
179 11.2 4.42 49.50 
186.2 10.9 4,26 46.43 
200.8 10.3 4.13 42.53 
212.8 10.9 4.14 45.12 
240.7 14.1 4.25 47.17 
248.2 11.1 4,28 47.50 
275.1 11.8 4.51 50.96 
279 1131 4.58 50.83 
285.7 11.3 4.49 50.78 
288.2 41,2 4.37 48.94 
294.5 11.3 4.26 48.13 
307.9 11.4 4.24 48.33 
316.5 11.5 4.33 49.79 
319.1 11.3 4.57 51.64 
315.9 10.4 5.02 52.20 
312.4 10.7 5.11 54.67 
318.7 10.7 5.04 53.92 
348.4 a A 4,91 54.88 


Average 
Stay in 
Hospital 


Average 
Daily 





hospitals is that of city, town, and state cases. 
It, therefore, behooves us all to endeavor to ob- 
tain from municipalities, a larger per diem rate 
for city, town, and state patients, for it is be- 
coming distinctly a community problem, and one 
for which the hospital should certainly be prop- 
erly compensated. As a result of the present 
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national activities, there is a great amount of 
employment in America, with the result and ef- 
fect that many more patients are able to pay for 
their care in the hospitals and, thereby, enable 
the institutions to meet their increased costs. 
This is particularly true in many communities 
with which I am familiar. 
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Automobile Accidents 


In a recent survey made of automobile acci- 
dent cases in a neighboring state, it was found 
that twenty-three hospitals reporting had sus- 
tained in one year a net loss of $71,361.00. In 
this particular state the Commissioner of Motor 
Vehicles presented several bills to the state leg- 
islature in an endeavor to solve the automobile 
insurance problem. It is my belief that the legis- 
lative committees in the various states are co- 
operating in this direction and that more laws 
will be enacted that will include proper compen- 
sation for hospitalization of these cases. In states 
where laws have been enacted they vary, but 
nevertheless the hospitals do receive compensa- 
tion and have less worries than in states where 
such laws have not been placed upon the statute 
books. 





Adjusting Hospital Rates 


With the present higher costs and the tend- 
ency to considerable increase beyond the present 
figures, serious thought should be given to the 
adjustment of rates paid by compensation car- 
riers to hospitals. This is a very important sub- 
ject and is under discussion in various parts of 
the country at the present time. It therefore be- 
hooves the hospitals to know accurately their 
costs and method of determining them in order 
that they may be presented definitely and cor- 
rectly to the proper authorities. 


Hospital Courtesy 


I shall not attempt to go into all the details nec- 
essary to bring about a successful institution 
from a financial standpoint, but I shall point out 
the necessity of courtesy from the time the pa- 
tient or visitor enters a hospital until they have 
left the institution. It is my practice to instruct 
those at the telephone and information desks and 
other departments of the institution regarding 
-the necessity of courtesy. I shall endeavor to 
give one illustration. 


At noon, one day, in a New York institution, 
the young girl at the door came to the dining 
room and advised me that there was a man who 
would like to visit the institution. It was at 
lunch time and I invited him to luncheon. He 
was surprised that I invited him as he was a 
complete stranger. He was apparently a man of 
meager circumstances and was apparently alone 
in the world. He stated that he was living in a 
hall bedroom. I felt sorry for him and invited 
him to come to the hospital to have his Thanks- 
giving dinner. A few weeks later, I received a 
telephone call from the treasurer of the hospital 
asking “Who is this man?” and mentioning his 
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name. He left securities amounting to $75,000.00 
in the hands of our treasurer. Over a period of 
years, other contributions appeared with the final. 
result that he had turned over to the hospital 
$500,000.00. We can all enumerate many such 
instances where the hospitals have become bene- 
ficiaries as a result of courtesies extended in 
every part of the institution. This, I believe, 
with good professional care, close scrutiny toward 
the income of the institution, as well as expendi- 
tures, and courteous treatment to all, will go far 
toward the aleviation of our hospitals’ financial 
problems during these trying times. 


It is my belief that round table conferences 
with our nearby hospitals and comparisons of our 
work, facts and figures, will also go far toward 
an improvement in operation and decrease in our 
operating deficits. 






The gratitude of American citizens should be 
extended to the voluntary hospitals of the coun- 
try for the fine showing and work that has been 
done by them throughout the years, and it is 
hoped that nothing in the future will be intro- 
duced that will handicap them in this excellent 
endeavor. 


Community Chests 


The Community Chests throughout the coun- 
try are rendering a valuable service and should 
be given all encouragement, for the volume of 
money raised by them is considerable. The 
method of raising funds to meet the hospitals’ 
deficits varies in many hospitals. It has always 
been my policy in the raising of funds to en- 
courage those who are interested to think in the 
terms of wills. This plan has been found to be 
fruitful, in some instances with generous results. 
It has always been my practice to endeavor to 
see that the bequest is given to the institution with 
no restrictions. 


In late years because of the falling-off in be- 
quests and endowments to hospitals, it behooves 
us all to properly meet the situation before us. 
Bequests are still coming forth, and the institu- 
tions that are on a sound professional and finan- 
cial footing are the ones that undoubtedly will 
be benefited in the future. Many inquiries ha 
come to me over a period of years from those who 
are incorporating into their wills, bequests to in- 
stitutions, and these inquiries have been chiefly 
based upon the professional standing and the 
financial figures of the hospital. The successful 
hospital of today must be modern in all details, 
equipped with the latest scientific apparatus, op- 
erated with the highest professional and ethical 
standards, and with efficiency and economy al- 
ways in view. 
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Taking Hospitals Into Account 


PERCY WARD 


conscious of the need of uniform account- 
ing by which they may, by comparison, 
judge the efficiency of their activities. 


VY conscious of hospitals are becoming more 


Accrual Accounting 


Accrual accounting for hospitals is gaining 
favor and, in the opinion of the writer, will be 
universally adopted as soon as all hospitals, in- 
cluding small ones, understand its nature and 
value. Briefly, accrual accounting consists of re- 
cording every change in potential wealth at the 
time the change occurs. 


A clear conception of accrual accounting is il- 
lusive without an appreciation of one of the ele- 
mentary principles of economics, namely, that 
money, as such, is not wealth, but is merely a 
medium of exchange. Under normal circum- 
stances, receipts and disbursements of money 
neither add to nor subtract from the wealth of 
a hospital, except, of course, when money is re- 
ceived or paid without compensation, as in an out- 
right gift. When a patient pays his bill, he is 
merely cancelling his debt, which should have 
been recorded as revenue of the hospital at the 
time the service was given. When supplies are 
paid for, money is exchanged for a liability, and 
no change in wealth occurs. Wealth is reduced 
when the supplies are consumed. 


Hospital Accounting Is a Specialty 


Success in installing a suitable and efficient sys- 
tem of accounting in a hospital is dependent, first, 
upon an understanding of the elementary princi- 
ples of economics, and of the mechanics of book- 
keeping; but these alone are not sufficient. Suc- 
cess is also dependent upon a knowledge of the 
procedures necessary to achieve the objectives of 
a hospital, and of the psychology and ethics of 
hospital work. A hospital accountant is the re- 
porter of the economic significance of events that 
occur in a hospital. A reporter, however great 
his knowledge of the art of writing, cannot faith- 
fully and intelligently report upon an unfamiliar 
subject. He could not adequately report a base- 
ball match without sufficient knowledge and ex- 
perience of the game to enable him to appreciate 
its fine points. 


Hospital accounting will never be effective in 
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hospitals where it is regarded merely as a “‘neces- 
sary evil” more or less isolated from the ideals 
and objectives of hospital work. The accountant 
is the custodian of the life-blood of the institu- 
tion. To do efficient work he must be able, fig- 
uratively, to accompany his charge in thought 
and spirit as it flows through all parts of the hos- 
pital body. He must understand and appreciate 
the viewpoints of attending physicians, nurses, 
technicians and patients, and they must under- 
stand his. 


Uniformity In Principles Is Possible 


Hospitals differ in size and in location, and dif- 
ferent hospitals specialize in the care of different 
illnesses and types of persons; yet they all have 
much in common. Variations do occur in details, 
yet there are certain major principles that invite 
uniformity in the interests of all. 


First Things Should Come First 


The progress of a hospital is affected by a mul- 
tiplicity of complex activities. These activities 
are of varying degrees of economic importance. 
In order to be able to understand what is hap- 
pening, certain primary classifications of these 
activities are necessary. Further classifications 
and re-classifications may or may not be justified, 
depending upon the size of the institution, the 
scope of its work, and the use to which more de- 
tailed analyses may be put. 


In deciding the framework of an accounting 
system for any given hospital, there are two pit- 
falls that should be carefully avoided: first, mul- 
tiplication of detail records having very minor 
significance which tend to cloud the main issues; 
second, failure to demonstrate the important eco- 
nomic facts clearly. 


What Are First Things? 
What are the most important economic facts 
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that every hospital should know, and what is their 
order of importance? 


First, every hospital, whether large or small, 
should know the value of what it possesses and 
owns, and what it owes to others in respect of 
what it possesses and owns. This information 
should be set out clearly upon a balance sheet so 
that a hospital may have a “still-life” picture of 
its wealth at a given moment of time. This is an 
essential foundation to any accounting system. 
All other accounting records should be related to 
and connected with the balance sheet. 


But hospitals are centers of intense activity, 
and the foregoing “still-life” picture is the start- 
ing point only. As a hospital travels, it must keep 
a continuous diary of its movements so that, at 
frequent intervals, it may ascertain the direc- 
tion and distance it has traveled from its start- 
ing point. This information is best obtained by 
keeping two primary sets of records. One set 
should record, in chronological order, all activities 
that add to the hospital’s wealth, and the other, 
all activities that subtract from that wealth. 
When the lesser total of the two records is sub- 
tracted from the greater, the difference will dis- 
close the extent to which there has been a gain 
or loss during the period covered by the two 
records. 


What Are Revenues and Expenditures? 


Those items that add to the hospital’s wealth 
are revenues, and those that subtract are ex- 
penditures. In accrual accounting, everything 
that has been earned and to which the hospi- 
tal is legally entitled is considered, primarily, 
to be an addition to wealth. In the case of 
service to a patient, the total amount of the 
bill at the regular schedule of rates is consid- 
ered to be revenue. The question as to whether 
the bill will or will not be paid can be taken into 
consideration later. Everything that is con- 
sumed is an expenditure. The payments made 
in respect of what is consumed are not expendi- 
tures. The accounts payable in respect of sup- 
plies and goods purchased are, however, used as 
a medium through which expenditures can be 
ascertained. 


Knowledge of Expenditures Is Vital 


There are several methods by which expendi- 
tures can be ascertained. By the central store 
system whereby supplies from the store are 
charged as expenditures at the time they are 
issued for use. In hospitals too small to operate 
a central store, all purchases can be charged di- 
rect to “stock,” and charged out again as ex- 
penditures by estimating the fluctuations in the 
stock by means of a perpetual inventory. A 
third method for the small hospital consists of 
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analyzing the accounts payable each month, esti- 
mating how long the supplies will last, and en- 
tering the estimates in a synoptic book. There 
are advantages peculiar to each method, varying 
under different circumstances. But every hos- 
pital can be assured that some method of ascer- 
taining expenditures is vital to those who desire 
to see where they are going. 


Mixed Statements Are of Doubtful Value 


It is true that a mixed statement of a type in 
common use, wherein receipts are shown upon 
one side and the amounts representing Accounts 
Payable are shown on the other, may be used as 
intermediary records whereby, at the end of the 
year, the economic status of the hospital may be 
ascertained. But this semi-cash method involves 
a reconciliation of all items in relation to stock 
on hand at the beginning and end of the year, of 
accruals, and of overdue and prepaid items. This 
semi-cash method leaves an administrator in com- 
plete economic darkness during the year; yet, 
assuming all reconciliations to be properly made, 
will generate some light at the end of the year. 
The captain of a ship sailing towards a given des- 
tination would probably wander far from his 
proper course if he were able to check with his 
compass once a year only. 


Classifying Revenue 


The primary object of a revenue and expend- 
iture statement is to show whether the hospital 
is gaining or losing. Classification of the reve- 
nue and expenditure items can be arranged so 
as to provide valuable information, but subdivi- 
sions should not be allowed to cloud the primary 
object. 


In classifying the revenue items of a hospital, 
the information of greatest importance is the 
earning power in respect of services to patients 
at a consistent schedule of rates. The purpose 
of a hospital is to serve patients. If it is to pro- 
ceed upon a sound economic basis, its potential 
earning power in respect of these services is an 
important yard stick with which to measure its 
progress. If a hospital, at normal occupancy, 
learns that its potential earning power from serv- 
ices to patients equals its expenditures, it learns, 
at the same time, that, in the aggregate, its 
schedule of rates is equal to the cost. If they are 
unequal, it learns the extent of the inequality. 
This is information of primary importance. 


The aim should be to see that in the aggregate 
the total potential earning power at the adopted 
schedule of rates is adequate to produce enough 
revenue to equal the cost of operation at normal 
occupancy. Individual rates may justifiably be 
far removed from the cost and yet be eminently 
fair and equitable. No good purpose can be 
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achieved by trying to ascertain the exact cost of 
giving service to any particular patient, because 
no two patients ever cost identical amounts even 
though they may both be suffering the same ill- 
ness. 


The factors to be considered in deciding upon 
the rates for individual services include: (1) the 
cost, (2) the desirability of uniform basic rates 
within the same geographic area, (3) the occu- 
pancy of the hospital during the period under 
review, and (4) the relationship between supply 
and demand, whether in connection with special 
equipment and services or with the relative num- 
ber of public wards, and private and semi-private 
rooms available. 


Clarifying Revenue 


As every hospital suffers loss through non- 
payment of hospital bills, a useful purpose is 
achieved by subtracting that portion which is 
uncollectable from the gross earnings from serv- 
ices to patients at regular rates. The seriousness 
of this loss in many hospitals suggests the desira- 
bility of analyzing it in order to ascertain its 
causes. Classifications of such losses may include: 
(1) loss from business discounts, (2) loss from 
services given as a courtesy to employees and 
others connected with the hospital, (3) loss from 
services to persons unable to pay and not likely 
to be able to pay in the future, and (4) loss re- 
sulting from nonpayment of accounts by persons 
able to pay, but from whom the hospital has been 
unable to collect. 


The first of these classifications will help the 
hospital when making contracts. The second will 
enable the hospital to check abuse of its facilities, 
and ascertain what benefits given to employees are 
actually part of the salary cost. The third should 
be of value when approaching governments and 
public charity organizations, and the fourth will 
enable the hospital to check the efficiency of its 
collection methods. 


When, from the foregoing classifications, a hos- 
pital learns the extent to which its gross earn- 
ings from services to patients will not material- 
ize, it is next concerned with ascertaining from 
what sources it must endeavor to make up the 
deficiency. Nearly all voluntary hospitals give 
some services to persons unable to pay. Operat- 
ing revenue from various government authori- 
ties, and welfare organizations, and donations 
from private individuals may usefully form a 
separate classification. A further classification 
may be necessary to cover miscellaneous operat- 
ing revenue, and another to cover capital income. 


Expenditures 


Useful general headings for classification of 
expenditures may include: (1) Salaries and 
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Wages, (2) Supplies, (8) Purchased Services, 
(4) Depreciation, (5). Repairs and Minor Replace- 
ments, in addition to miscellaneous headings cov- 
ering insurance, rents, taxes, interest, etc. Each 
of these general headings can be subdivided to 
suit special circumstances. 


Receipts and Disbursements 


The emphasis upon revenue and expenditure 
should not be interpreted as indicating contempt 
for the keeping of proper records of money re- 
ceived and paid out. Experience indicates that 
many hospitals regard records of money received 
and paid out as being the only book-keeping rec- 
ords necessary. This, in the writer’s opinion, 
is entirely wrong. Cash records alone are almost 
useless as a guide to a hospital’s economic prog- 
ress. In fact, they are often worse than useless 
—they are misleading. A hospital may have 
more cash on hand at the end of the year than at 
the beginning, and yet be suffering a heavy loss 
on the year’s operations. 


Cash records are important. They should be 
kept accurately. But no good purpose can be 
achieved by analyzing these cash records into 
detailed classifications with the apparent intent 
of ascertaining revenues and costs. Reliable eco- 
nomic information is not likely to result from such 
procedure. 


Classification of cash receipts into: (1) Patients’ 
Accounts Receivable, (2) Donations, (3) Govern- 
ment Grants and, (4) Miscellaneous, would ap- 
pear to be sufficient for all the ordinary purposes 
of a small hospital. Classification of disburse- 
ments beyond two or three general headings usu- 
ally has no economic value whatsoever. The im- 
portant information regarding cash is the total 
received, the total paid out and the balance on 
hand. To try to identify any particular dollar 
bill with specific goods is usually quite futile. 


Unit Analyses 


In recent years, much emphasis has been placed 
upon analyses of costs by departments, and many 
complex devices have been recommended by dif- 
ferent writers. Large hospitals need such de- 
partmental analyses in order to check the efficiency 
of operations in different department. For the 
small hospital to attempt department analyses as 
part of its permanent bookkeeping records is usu- 
ally unwise, because the few departments oper- 
ated by small hospitals are generally essential to 
their work, even if one or more of them can be 
shown to be operated at a loss. If a small hos- 
pital wishes to examine the efficiency of opera- 
tion of a particular department, a special survey 
with records kept as memoranda covering a lim- 
ited period is usually adequate for the purpose. 


Every small hospital should keep the more im- 
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portant records, that indicate its economic prog- 
ress as a complete institution. If, without neg- 
lecting this most important information, it is 
able also to keep detailed analyses by depart- 
ments, such records can be made useful. But to 
attempt such detail records without a competent 
cost accountant serves no useful purpose, and is 
likely to produce misleading results. 


The General Ledger 


The index to a hospital’s economic position at 
any given time should be the general ledger. It 
is not much use keeping an index in so voluminous 
and complicated a form that it is more like a 
jig-saw puzzle than an index. In order to be 


compact and useful, all accounts in the general 
ledger should be in the nature of control ac- 
counts. All subdivisions of control accounts 
should be kept in subsidiary accounts. 


The probability is that fifteen to twenty con- 
trol accounts in a general ledger is ample for a 
small hospital. A greater number is likely to 
create unnecessary work, and to be more con- 
fusing than helpful. A trial balance should be 
made each month. If the trial balance cannot be 
obtained in half an hour, the probability is the 
time has arrived to consolidate a number of the 
ledger accounts, or, alternately, to weed out su- 
perfluous ones. 
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Nebraska Hospital Assembly 


The Nebraska Hospital Assembly held its sixth 
annual convention in Grand Island on November 
6, 1941, with an attendance of 75 persons. The 
presiding officer was Miss Ursula Frantz, presi- 
dent and superintendent of the Mennonite Dea- 
coness Hospital in Beatrice and the secretary was 
Dr. Francis J. Bean, assistant superintendent of 
the University of Nebraska Hospital in Omaha. 


At the opening of the morning session, Miss 
Amelia Miller, director of the School of Nursing 
of the Mary Lanning Hospital in Hastings, dis- 
cussed the subject “Nursing and National De- 
fense in Nebraska.” She expressed concern over 
the possible lowering of standards in the nursing 
field because of defense preparations and argued 
that such a course should be discouraged. Dr. 
W. J. Arrasmith of Grand Island, also speaking 
on the morning’s program, told of the difficulties 
encountered in staffing hospitals such as those 
in Grand Island and commented on, the difficulties 
of recognizing specialists. Telling of his recent 
visit to Rochester, Minnesota, he said he was 
impressed by conversation with an English doc- 
tor at the Mayo Clinic who was second in com- 
mand of the Warspite, British vessel several 
times bombed in, the Mediterranean and now in 
an American port for repairs. He said this Eng- 
lish doctor’s attitude of calmness and determina- 
tion to carry on to the finish is the attitude our 
hospitals should adopt. 


Following these two discussions, Verne Pang- 
born, director of stores of the University of Iowa, 
and Dr. Arnold F. Emch, assistant secretary of 
the American Hospital Association, discussed 
“Some Present Day Problems of Procurement 
for Hospitals,” particularly in view of the pri- 
orities situation. Doctor Emch reviewed the 
entire priorities structure as it applies to hospi- 
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tals and Mr. Pangborn discussed its application 
as experienced in his own hospital. “Hospitals 
have less cause for worry than most other insti- 
tutions because of priorities and the difficulties 
in securing materials,” said Mr. Pangborn. “The 
greatest shortages in hospital materials,” he said, 
“were in paper, rubber goods and such drugs as 
morphine, quinine, and atrophine.” 


Discussions at the morning session were led by 
Miss Margaret Grandy, superintendent of the 
Brodstone Memorial Hospital, Superior, and H. 
F. Hammond of the Lincoln General Hospital. 


At the luncheon meeting there was music by 
the nurses’ glee club of St. Francis Hospital, 
Grand Island, an address of welcome by the 
Honorable Harry S. Grimminger, Mayor of 
Grand Island, and a brief review of the activities 
of the American Hospital Association by Doctor 
Emch. 


The afternoon session was devoted to hospital 
service, with an excellent review of hospital 
service plans in America and specifically what 
hospital service plans mean to rural communities 
by Arthur M. Calvin, director of the Minnesota 
Hospital Service Association, St. Paul, Minne- 
sota. The discussion was opened by Rev. J. R. 
Bucknell, superintendent of the West Nebraska 
Hospital in Scottsbluff. Following this discussion 
there was a business meeting of the Assembly, at 
which the following officers were reelected: Mrs. 
Ursula Frantz, Mennonite Deaconess Hospital, 
Beatrice, President; Rev. Otto Keller, Lutheran 
Hospital, Columbus, President-Elect; Francis J. 
Bean, M.D., University Hospital, Omaha, Secre- 
tary-Treasurer. 


The next annual meeting of the Nebraska Hos- 
pital Assembly will be held in Beatrice in the 
fall of 1942. 
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Food Cost Accounting for Small Hospitals 


MARY KIEFER BLOETJES 


cost accounting, which involves the allocation 

of food costs to all of the various hospital de- 
partments. It is my purpose, however, to show 
the essential elements of food cost accounting; 
to describe a simple method of keeping food cost 
records; to illustrate the value derived from such 
records; and to bring to your attention some ele- 
mentary procedures which should be standard- 
ized. 


For the past two and one-half years the Ameri- 
can Dietetic Association has been actively en- 
gaged in developing a simple food cost account- 
ing plan to be used as a guide for its members 
and others who might find it useful. A manual 
of food cost accounting principles and procedures 
has been compiled. It has been designed pri- 
marily for hospitals having no central account- 
ing offices which could provide detailed state- 
ments at the close of accounting periods. 


l IS not my purpose to discuss detailed food 


Essentials of Dietary Department Operations 


Hospital food cost accounting in its broadest 
sense includes at least three essential elements 
of dietary department operations— 


The Food Cost Records, which show the 
total cost of food used by the department 
for providing proper nutrition to both pa- 
tients and personnel less the deductable 
credits. 


The Food Control System, which includes 
the food budget and method of operating 
within the budget. 


The Food Cost Analysis, which may be 
either a perpetual or a periodic re-examina- 
tion of how the hospital food dollar has been 
utilized. 

Food Cost Records 


There are certain administrative procedures 
which make it unwise to establish inflexible ac- 
counting procedures, such as differences in pur- 
chasing and receiving methods, unlike storage 
and food preparation facilities and the amount of 
clerical assistance available. 
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It is, however, relatively simple to adjust ac- 
counting procedures to individual organizations 
in order to realize a true and uniform method of 
obtaining gross food costs and subsequent net 
food costs. 


A day by day record should be kept of all per- 
ishable foods purchased within the accounting 
period. A day by day record should also be kept 
of all stock items withdrawn from the store- 
room within the same accounting period. These 
records should be classified to conform with a 
standard chart of accounts established on a food 
item basis. Items such as condensed and dried 
milks should be recorded in milk costs. The cost 
of canned and dried fruits should be included in 
costs of fruits and vegetables. This aids in trac- 
ing unjustifiable food cost increases in any one 
of these food groups. 


The total of these food items (perishables pur- 
chased and stock groceries issued) when adjusted 
with beginning and ending inventories will give 
the gross cost of food presumably used in the 
operations of the dietary department within the 
accounting period. 


Certain subsidiary records must also be estab- 
lished to show costs that are deductable from 
gross food costs and costs that are to be charged 
to food accounts through petty cash disburse- 
ments. 


Subsidiary Records 


A petty cash account should be kept of cash 
disbursements—these disbursements to be clas- 
sified and charged according to the standard chart 
of accounts. 


Records kept of special functions, such as pri- 
vate luncheons and receptions, provided by the 
dietary department will show the cost of food 
served to other than in-patients and hospital per- 
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sonnel. If profit is made on these functions it 
may be considered hospital income but the cost 
of the food served should not be included in the 
net hospital food costs for patients and per- 
sonnel. 


A record is also necessary showing cost of food 
provided to other departments for non-dietary 
purposes. 


Credits due for sale of by-products such as 
bones and inedible fats must be recorded if these 
credits are not considered hospital income. 


Records ought to be kept showing charges 
made and credits received for food containers 
such as jars, kegs, and barrels. 


A method of recording cash discounts is es- 
sential if these discounts are deductable from 
gross food costs. 


The gross food cost then, including cash dis- 
bursements and other miscellaneous charges less 
the above deductions, will give the net cost of 
food served to hospital patients and personnel. 
This is a comparatively simple and easy figure to 
obtain and when divided by the number of meals 
served it may be a fairly standard means of com- 
paring average meal costs of similar institutions. 


The Food Control System 


The net food cost figure, however, is of little 
importance to either the hospital administrator 
or the dietitian if there is no correlated method 
of keeping this figure within the budgetary al- 
lowance. 


At this point I should like to introduce the 
second element of food cost accounting, the food 
control system. 


While the net food cost reflects the financial 
operations of the department, the food control 
system is the active agent in controlling food 
costs and acts as a daily guide to spending the 
hospital food dollar. 


Making up the budget is the first step in set- 
ting up such a control system. The budget should 
be established on a nutritional basis which is in- 
tended not only to meet minimum requirements 
but to provide optimum nutrition to both pa- 
tients and personnel. 


In doing this, the dietitian should determine 
the number of patient care days and personnel 
work days that are to be provided during the 
year. For each person entitled to food each day, 
She should allow the essential food items and 
amounts necessary to provide optimum nutrition. 


With the total amounts of these essential foods 
determined for the year the dietitian can reason- 
ably estimate their probable costs based on the 
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United States Department of Agriculture and 
other available market forecasts. 


The remaining less essential food items, such 
as miscellaneous groceries, etc., can be estimated 
on past experience and their probable costs pre- 
dicted on the price forecasts of market publi- 
cations. 


These food items are the ones that are watched 
most closely for price increases, as it is in this 
group that most substitutions must be made if 
the nutritional standard previously determined is 
to be maintained. 


With the budget established on a sound nu- 
tritional basis, it is now necessary to operate 
within this allowance and here the food control 
system begins to function. 


From the budget, weekly or daily delivery 
amounts are standardized on all essential food 
items. We know that so many eggs and so many 
quarts of milk are necessary to meet our nutri- 
tional requirements. We then establish a daily 
budget allowance for the less essental foods (if 
these perishables are purchased daily) and the 
orders for these foods are evaluated and totaled 
before the order is placed. If the total exceeds 
the budget allowance for the day, substitutions 
are made according to current market supply and 
price. No hospital can afford to have such an 
inflexible menu that these substitutions cannot 
be made and it is an exceedingly unwise dietitian 
who purchases unseasonable fruits and vegeta- 
bles for one group and then is forced to use un- 
interesting substitutes for other groups in order 
to justify the first purchase. 


Perishable daily purchases, then, are controlled 
by first meeting standard nutritional require- 
ments with essential food items and by substi- 
tuting remaining less essential foods according 
to current market price. 


Daily grocery withdrawals from stock may 
also be pre-evaluated before requisitioning from 
the main storeroom. Any unreasonably high item 
can readily be traced before it is issued from 
stock and substitutions can then be made. 


The above procedure in conjunction with the 
use of standardized recipes and careful kitchen 
control on waste will prove effective and simple 
aids in insuring optimum nutrition within the 
budgetary allowance. This control of estimated 
food costs may be measured for accuracy by 
comparing with the accounting records of 
amounts that were actually spent. 


The Food Cost Analysis 


The third element of Food Cost Accounting is 
the Food Cost Analysis. With the knowledge of 
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our net food cost easily available showing just 
how much money was spent within the account- 
ing period, and with the Food Control System 
functioning to keep these expenditures within 
our budgetary boundaries, we are stimulated to 
develop our accounting one step further and re- 
examine our operations to see if the proper pro- 
portion of the hospital food dollar served the 
proper patients. 


The constantly increasing demand for hospital 
funds is developing an active interest in com- 
munities regarding the disposition of these funds. 
Hospitals must prepare to furnish more detailed 
information regarding money spent for food to 
patients on various types of service. 


Insurance companies may demand that a larger 
percentage of their money be spent on food for 
their compensation cases. Other organizations 
furnishing financial aid to hospitals may require 
detailed expense accounts for costs of hospital 
care given their patients. There is an increasing 
need for simple uniform methods of obtaining 
food costs for various patient classifications, 
namely, private patients, semi-private patients 
and ward patients. Because almost all food 
served to patients in all of these groups is usually 
prepared in one kitchen, the determination of 
food costs for each classification of hospital pa- 
tient and personnel requires a more detailed ac- 
counting system than outlined here for obtain- 
ing the net food cost. 


However, a periodic food analysis made on the 
basis of patient and personnel classification may 
frequently reveal that private patients and in- 
tern staff are often fed at the expense of ward 
patients and personnel. 


The benefits derived from a food cost account- 
ing plan as recommended in this manual are 
tangible and effective. 


It shows the true operations of the depart- 
ment with reference to use and distribution of 
food; meaning that these records would show 
the cost of food actually used as well as the cost 
of food purchased. 


It provides a uniform basis for comparison of 
operation between institutions of similar type 
by standardizing the method of obtaining costs. 


It shows at all times the financial status of 
the department because cost records are kept 
within the department which can be readily in- 
terpreted by the dietitian. 


It provides information for making up the 
budget on an accurate record of food consump- 
tion. 


It provides a basis for purchasing procedures 
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when placing future contract orders and when 
buying daily perishables. 


It furnishes information on which portion costs 
can be calculated so that menus may be planned 
to keep within budgetary food allowance and at 
the same time increase the quality of meals 
served. 


It provides a means for controlling quality and 
quantity in stores through a perpetual inven- 
tory, thus eliminating storage losses through 
pilfering, and waste due to overstocking, im- 
proper storage or spoilage. 


It furnishes a basis for discussing departmen- 
tal policies such as providing other departments 
with food products for non-dietary purposes. 


It provides the administrator with an accurate 
knowledge of inter-departmental operations 
showing how some food expenses are not trace- 
able to meal costs. 


It develops a closer cooperation between the 
dietitian and the hospital administrator by pro- 
viding a tangible and comprehensive record to 
justify cost increases or decreases. 


It stimulates the dietitian’s interest in her job 
by offering her a basis for estimating the effi- 
ciency of the department’s operation. 


It creates a higher morale among employees 
by developing a cost consciousness in them. 


There are, however, certain questionable poli- 
cies and procedures which need to be standard- 
ized before a comparison of food costs between 
similar institutions is practical or significant. 


For Example 


Should the average cost per meal be used as 
a standard unit of comparison? If so, what is a 
meal—a_ standard meal—a _ hospital meal—a 
child’s meal? How are between meal nourish- 
ments to be converted into meals? How are 
baby formulae to be converted into meals? 


How may an accurate meal count be obtained 
for personnel meals? Should it be by a system 
of tickets given as part of payroll; by turnstile 
How should both 
paying and non-paying guest meals be counted? 


Can the payroll census be justified as an ac- 
curate method of obtaining personnel meal count? 
Or, should the average food cost per patient day 
be used instead as a standard basis of compari- 
son? If so, the personnel-patient ratio must be 
equated. Should the average food cost per hos- 
pital day be used; the hospital day being deter- 
mined by totaling personnel work days plus pa- 
tient care days? 


It is apparent that the dietitian can go no fur- 
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ther without administrative assistance. If a tify the slight additional expense incurred for 
uniform basis of comparing food costs is to be clerical assistance. 

establishd, a committee of hospital administra- 
tors, hospital accountants and dietitians may be 
needed to recommend and make final decisions 
regarding uniform accounting procedures. 


The modern hospital administrator should ex- 
pect the dietitian to furnish him with accurate 
accounting records showing net food costs; to 
maintain an effective food control system and to 


It has been proven that knowledge of opera- provide him with frequent periodic food cost 
tions costs money but saves more money; shows analyses showing how the hospital food dollar is 
up operating flaws; and develops operating effi- distributed to all services and personnel. He 
ciency. should permit her to set up and should require 

All aspects of food cost accounting require suf- her to justify the food budget or he cannot hold 
ficient clerical assistance to maintain essential her accountable for food expenditures. 


records, a fact well recognized by the progres- 
sive restaurant and hotel manager. The problem 
of actually proving the financial saving resulting 
from well controlled food operation is difficult, 
chiefly because records of past experience are in- 
adequate for comparative purposes. On the basis 
of my own experience and that of other dietitians 
who have also had the cooperation and support 


And, finaly, he should recognize that effective 
food cost control, accurate food cost accounting 
and frequent food cost analyses will tend to 
promote both patient and employee satisfaction, 
and thus contribute toward developing a well co- 
ordinated health service in the community which 
the hospital serves. 





of their hospital administrators, there is no ques- In conclusion, it is hoped that a coordinated 
tion that a trial operation for one year under in- effort to standardize these accounting procedures 
tensive observation will clearly and conclusively will materially aid both the dietitian and the hos- 
illustrate the benefits derived from such a plan. pital administrator to use more effectively and 
Financial records, personnel morale and physical efficiently the large amount of money now repre- 
improvement of the department more than jus- sented in hospital food costs. 
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New York Institute for Hospital Administrators 









The New York Institute for Hospital Admin- ninety-nine registrants for the full course, four 
istrators was an outstanding success. It was one half-time registrants, and two part-time regis- 
of the best institutes that has been held during trants. Twelve states and the District of Colum- 
the nine years since institutes for hospital admin- bia were represented at this institute held Octo- 






istrators were first established. There were ber 20-31 in New York City. 
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The 1941 New York Institute for Hospital Administrators, Cornell University Medical College, New York City, October 20-31 
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The Shortage of Medical Officers 
for Military Service 


The shortage of officers for the Medical Corps 
of the United States Army is acute. Ten thou- 
sand seven hundred reserve officers are needed 
to meet present requirements. Nine thousand 
and seventy-six are at present on active duty. 


The resulting shortage of 1624 becomes a serious 


problem. These figures make no provision for 
replacements. 


Reserve officers were called to active service 
for a period of one year. Four thousand five 
hundred had practically completed this tour of 
duty when the Service Extension Law was en- 
acted. Under the provisions of the law those 
currently on active duty have been ; retained in 
the service for as long as needed up to an addi- 
tional eighteen months. 


The revision of the Selective Service age limits 
downward to twenty-eight years of age further 
complicated a difficult situation. In the second 
year of operation some 650,000 men will be in- 
ducted into service, an approximate increase of 
150,000. This additional force will have to be 
staffed with the necessary complement of medi- 
cal officers. As the army increases to the desired 
mobilization figures, additional medical reserve 
officers must be provided for active duty. More 
and more the Medical Corps will have to depend 
upon the younger medical men not only for re- 
placement purposes but for additional personnel. 


The hospitals naturally will be affected, but 
with a 100 per cent compliance with the plan of 
commissioning all third and fourth year medical 
students in the Reserve in addition to those who 
have recently graduated, there will be a minimum 
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of inconvenience and that only consistent with 
the needs of our armed forces. 


Those holding commissions in the Reserve will 
be eligible for call to active service for a period 
of five years. The pregraduates will be commis- 
sioned in the Medical Administration Reserve 
Corps, and upon graduation will provide a pool 
of medical officers after completion of their in- 
ternship. 


The plan is workable, should prove satisfactory 
in its operation, and hospitals will approve it. It 
is the best solution to a situation that is becom- 
ing increasingly difficult. 





Excise Taxes 


The Revenue Act of 1941 incorporates many 
excise, processing and other taxes from which 
no provision for exemption has been made for 
hospitals and similar institutions. These taxes 
have covered scientific instruments and equip- 
ment, rubber supplies, electrical energy, various 
stamp taxes, telephone and telegraph service, 
gasoline, refrigerating equipment and many sim- 
ilar taxes. The rate increases on existing excise 
taxes are some ten per cent over the rates estab- 
lished in preceding revenue laws. 


The Revenue Act of 1941 was introduced and 
passed both houses of Congress with a mini- 
mum of delay. Amendments providing for ex- 
emptions were not reported out of committee. 
The Act became a law within a few days after it 
was first introduced. 


The hospitals will have to pay the taxes as pro- 
vided until the present law is amended or the 
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Revenue Law of 1942 is passed. Numerous com- 
plaints are being received by the Bureau of In- 
ternal Revenue, some of whose agents suggest 
that “the situation may be corrected when an 
Administrative Code is enacted by Congress.” 


There is a strong possibility that this code will 
be enacted before the present Session of Congress 
adjourns. 


The Joint Advisory Committee of the three 
national hospital associations will undoubtedly 
concern itself with this interference with the tax 
exempt status of charitable institutions. 


Administrative Negligence 


The courts are beginning to impose greater 
importance on “administrative negligence.” The 
courts as a general rule do not hold charitable 
“nonprofit” hospitals responsible for the negli- 
gence of its doctors, nurses, or interns in the 
treatment and care of the patient, so long as the 
hospital has shown due care in the selection of 
these people and carefully supervises the serv- 
ices which they render the patient. The hospital 
may be and frequently is held responsible for 
“administrative negligence” and damages have 
been recovered for injuries resulting from such 
negligence. 


The hospital may be held responsible for per- 
mitting dangerous conditions to exist if the 
patient or visitor is injured because of these con- 
ditions. If it does not use reasonable care in the 
upkeep and maintenance of its premises and 
physical plant, and because of such neglect an 
injury results, the victim of the injury may re- 
cover. 


All of which comes within the definition of 
administrative negligence. Hospital administra- 
tors must exercise care and diligence in main- 
taining elevators, stairs, floors, and other hos- 
pital equipment in good repair, and in safe work- 
ing condition. Hazards that may cause accidents 
should be promptly eliminated and there should 
be no sueh condition as “administrative negli- 
gence” known in our hospitals. 
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Rural Sites for Metropolitan 
Hospitals 


The trend of metropolitan hospitals to select 
sites removed from the cities’ congested areas, 
while not of large proportions, is noticeable. Many 
hospitals when rebuilding have selected suitable 
sites out in the country but conveniently close 
to the city. New roads, rapid transportation, and 
easy accessibility have eliminated many of the 
objections to the selection of rural sites. Land 
values are much less and large acreages ideally 
located are easily procurable. The problem of 
help is no greater in the country than in the 
city. The noise and confusion, the smoke and 
grime of city environment, is almost entirely ab- 
sent in the rural location. The medical staff and 
the patients grow to like the change. After a 
year or two the operation of the newly located 
hospital has settled down, its patient patronage 
is just as large, and in many instances it has ma- 
terially increased. 


The lessons of the bombing of England’s hos- 
pitals and their removal to areas outside the city 
are added reasons for selecting the rural site. 
Hospitals located ori rural sites are safer from 
the hazards of war as well as from the usual in- 
conveniences of peacetime. There is less exposure 
to fire hazards, fewer interruptions of electrical 
services, easier and more rapid access to most 
produce markets, and far more pleasant surround- 
ings than in the city location. The cost of opera- 
tion is generally reduced. These are some of the 
many advantages which the rural or suburban 
sites offer. 


Frequently, when the construction of an entire 
new plant is under consideration and the rural 
site has been selected, the valuable city property 
is disposed of to good advantage, and the pro- 
ceeds put into the new building. 


For the medium or large general hospital, the 
rural site has an added advantage in affording 
ample space for the construction of a hospital for 
chronic patients as well as a convalescent home. 
The operation of either or both of these units will 
cost less, while the proximity of the medical and 
nursing staffs and the easy availability of diag- 
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nostic and therapeutic equipment are points for 
favorable consideration. 


The suburban or rural sites would work well for 
the new hospitals except those hospitals which 
are closely affiliated physically and educationally 
with metropolitan schools of medicine. In a ma- 
jority of our states as well as in some other uni- 
versities the medical colleges are located outside 
metropolitan environment without disadvantage 
to either hospital or medical school. 


It is more than probable an increasingly large 
number of hospitals will select rural, at least 
suburban, sites when a complete new construction 
program has been decided upon. 





The Annual Red Cross Roll Call 


The American Red Cross is our greatest wel- 
fare organization. It is supported by the volun- 
tary contributions of millions of our people. Its 
program covers a hundred activities in the de- 
fense and preparedness program. Its contribu- 
tion to hospital service includes the training of 
thousands of volunteer workers, the production 
of patients’ garments and surgical dressings, the 
enrollment of thousands of nurses and technolo- 
gists, and the enrollment of blood donors for blood 
plasma projects. 


Its services to the enlisted men cover many 
valued and varied activities. Blood plasma taken 
from a Red Cross Bank is credited with saving 
the life of a petty officer of the destroyer Kear- 
ney when it was torpedoed. The plasma was 
flown to the crippled destroyer by a naval plane 
and was administered by a Naval Medical Officer. 
Three transfusions were given aboard the de- 
stroyer. The injured sailor is out of danger and 
is convalescing in an Iceland hospital. Twenty- 
thousand blood donations have been made to the 
Red Cross. Nine thousand have been processed 
and turned over to the Army and six thousand to 
the Navy. 


Answer the Annual Roll Call. Your dollar may 
Save another sailor’s life or bring a wounded 
soldier back to health. 


December, 1941 





Europe’s New Generation 


The serious results of Europe’s war will be vis- 
ited upon its children. Living with all the fears 
that bombing and gunfire create, moved from 
place to place when their homes are destroyed, 
separated from their parents and families, and 
enduring all the discomforts of climatic changes, 
the physical bodies of these children are taxed 
far beyond a normal endurance. 


Poorly sheltered and inadequately clothed, they 
experience hardships that leave them mentally 
confused, depressed, discouraged and sick in soul. 
Often injury and accident visit them, and illness 
of all sorts is their constant companion. 


But worst of all they are deprived of food of a 
quality and in adequate quantity to nourish grow- 
ing children properly and insure a desired physical 
development in a normal manner. Starvation 
of the body as well as the soul is the heritage of 
these unhappy children. When the war ends and 
reconstruction is started, it will take many years 
of good care and proper feeding to restore their 
mental and physical balance. The next genera- 
tion in Europe, handicapped by all the sufferings 
it has endured in its early childhood, will be 
poorly fitted to assume the responsibilities of 
youth and maturity. 


Hospitals in the countries of this Continent 
can help these children immensely. In every way 
possible they should prepare to feed, clothe, and 
succor them in their present extremity. When 
conditions permit, many of them could be brought 
to America to enter our hospitals, safe from many 
of the dangers that they have experienced at 
home and which will continue to harass them as 
the war continues. They can be fed and sheltered 
and receive medical and nutritional care in our 
hospitals. 


If each of our seven thousand hospitals in the 
United States and Canada would care for a con- 
stant of six of the children, more than 150,000 
could be restored to normal health and vigor 
each year. This would constitute but a small 
contribution which our hospitals could cheer- 
fully make, not to the children individually, but 
to a civilization which has been all but destroyed 
for them and must be restored. 
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institutions which it establishes, grow out 

of its consciousness of needs which those or- 
ganizations and institutions may help it meet, and 
are the concrete expression of its conception of 
the nature and purpose of such establishments. 
Consequently, if we are to understand the begin- 
nings, the progressive development, and the pres- 
ent form and status of social organizations and 
institutions, we must acquaint ourselves with the 
social and economic conditions existent when and 
where they were founded and as they developed. 
Such products of social thinking and planning are 
not, as a rule, created de novo, springing, as it 
were, full-fledged from the mind of some Jove, 
but evolve from pre-existent social organisms, 
which they resemble but from which they differ 
in both purpose and structure. We cannot prop- 
erly appraise them if in our thinking we lift them 
out of the matrix in which they took shape or 
apart from the time, the place, and the social, 
economic, and political atmosphere in which they 
were created and have developed. 


To organizations which a society sets up, the 


Evolution of the Modern Hospital 


Thus, if we are to understand and appreciate 
the evolution of the modern hospital, we must 
follow the course of its early prototype as it 
emerged from among the institutions which gave 
succour to the homeless, the friendless, the way- 
farer and the infirm, to become a specialized in- 
stitution for the care of the sick. We must know 
something of the status of society at the time of 
the birth of the hospital as an institution and 
something of the evolution of the social, economic, 
philanthropic, political, and scienfic forces which 
have influenced its progressive development from 
that early day, even until now. 


We must also be able to perceive that the mod- 
ern hospital as we know it today, is not a static 
thing but that, now as always, it is being molded 
and modified by the same forces that brought it 
into being, kept it plastic to the changing needs of 
a developing society and caused it to use the in- 
creasingly more effective instruments and tech- 
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niques which man has invented and perfected as 
he has advanced in knowledge and skill. 


Creation is an evolutionary process. Man and 
his institutions were born and as long as they live 
they grow. 


We have come to consider hospitals so essential 
to our well-being that it is difficult to appreciate 
that there was a time in the history of this coun- 
try when the majority of the population thought 
of them, if at all, as neither necessary nor desir- 
able. Of course it is easy to understand that dur- 
ing the early period of settlement of the provinces 
which later constituted the thirteen original 
states, the population was so scattered, the towns 
so few and small, the physicians so limited in 
number and the majority of them so poorly 
trained, that had hospitals been considered desir- 
able, their establishment would have been im- 
practicable. 


European Influence in Early American Hospitals 


With the exception of the Dutch in New York 
and the Swedes in Delaware, the majority of the 
early settlers came from England. Their tradi- 
tions, their prejudices, their habits of thinking 
and living were those of the classes of English 
society from which they sprang. It may be well 
to consider for a moment the state of medical 
knowledge and practice and the status of hos- 
pitals in England during the century between 1650 
and 1750 which was the period during which al- 
most all of our colonial forebears established their 
homes along our Atlantic seaboard. 


Scientific medical knowledge and medical prac- 
tice, as we know it, hardly existed in England in 
those times. Though the seventeenth century has 
been called the Age of Science, its science was 
pretty rudimentary judged by modern standards. 
In the field of medicine it saw the beginning of 
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the use of the microscope. The renowned archi- 
tect of St. Paul’s Cathedral, Sir Christopher 
Wren, suggested intravenous medication, William 
Harvey discovered the circulation of the blood, 
John Floyer began counting the pulse, Sir Thomas 
Sydenham differentiated scarlet fever from 
measles and made other contributions to our 
knowledge of communicable diseases, magnesium 
sulphate and quinine appeared as effective rem- 
edies. Yet medical practice lagged far behind in 
the application of these scientific discoveries, par- 
ticularly, since it was not limited by law to those 
qualified by training to care for the sick. Sick- 
ness might be caused by spells cast by witches 
many of whom were burned or hanged for their 
evil deeds. The scrofulous sought the royal pres- 
ence to be cured by the King’s Touch. It was an 
age during which myth, superstition, and credul- 
ity had greater influence than truth and scientific 
fact. But if seventeenth century medical practice 
was poor, that of the eighteenth century was 
worse. In England its chief scientific medical ac- 
complishment was the discovery and application 
of immunization against smallpox. John Hunter 
was the chief luminary in its galaxy, made up 
almost entirely of stars of much lesser mag- 
nitude. 


Dr. Victor-Robinson, in his Story of Medi- 
cine says: 


“Eighteenth-century England is remem- 
bered as the Golden Age of Quackery, a situ- 
ation due largely to the wretched creatures, 
male and female, who sat on the throne and 
patronized charlatans. Queen Anne, suffer- 
ing from weak eyes and a weaker under- 
standing, insulted the medical profession and 
turned her country into a Paradise of Quacks 
by transforming a mountebank into Sir Wil- 
liam Read, principal oculist to her majesty.” 


But the great mass of the English population 
was too poor of purse to employ either quacks 
or physicians of good repute. When they were 
sick they usually doctored themselves or let na- 
ture take its course. They made wide use of 
medicinal herbs and like their long line of un- 
schooled ancestors discovered and demonstrated 
the medicinal value of many plants of their own 
fields and forests, and purchased from the apothe- 
cary botanical remedies imported from foreign 
shores. 


For centuries before the beginning of English 
settlement in America, England had been a coun- 
try of many hospitals. Mediaeval England with 
a population less than that of modern London had 
upwards of 750 charitable institutions, many of 
which were called hospitals. But with rare ex- 
ception these institutions were not hospitals in 
the modern use of that term. The hospital was 
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a hospice and only incidentally cared for the sick. 
Rotha Mary Clay, in her The Mediaeval Hospi- 
tals of England, says: 
“Tt will be well to make clear what the hos- 
pital was and what it was not. It was an 


ecclesiastical, not a medical institution. It 
was for care rather than cure; for the relief 
of the body when possible, but pre-eminently 
for the refreshment of the soul... Faith 
and love were more predominant features in 
hospital life than were skill and science.” 


Likewise, during the first hundred years of 
English colonization of America there were many 
institutions in England bearing the name “hos- 
pital,” few of which were they existent today, 
would bear that designation. Almost all of them 
were homes for the aged, orphanages, or other 
types of custodial institutions. In fact there were 
but two general hospitals in all of England prior 
to the beginning of the eighteenth century. These 
were St. Bartholomew’s and St. Thomas’s in Lon- 
don, which date from the twelfth and thirteenth 
centuries. Even these institutions, in the earlier 
centuries of their existence were hardly hospitals 
as we use the term today. Sir D’Arcy Power, in 
his Foundations of Medicine, says of St. Bartholo- 
mew’s: 

“The hospital was less fortunate on the 
medical side. The need for a physician was 
not felt for some years, and when one was at 
last appointed, he was that Doctor Lopez, the 
Portuguese Jew, who was hanged, drawn, and 
quartered in 1594, for encompassing the 
death of Elizabeth.” 


Evidently in that day it behooved a physician 
to cure his patient, particularly, were she of royal 
blood. 


As to the early service of these hospitals, we 
may get some idea from a poem written by Robert 
Copeland in 1535 or 1536, entitled The Highway 
to the Spital House. This poem describes a visit 
to a London hospital, probably St. Bartholomew’s 
and is made up in part of a dialogue between the 
author and the Porter or Admitting Officer of the 
institution. In answer to Copeland’s question— 
“Who hath of you relief?” the Porter replies: 


“Forsooth, they that be of such mischief, 
That for their living can do no labour, 
And have no friends to do them succour, 
As old people, sick and impotent, 
Poor women in childbed, have here easement, 
* Weak men sore wounded by great violence 
And sore men eaten with pox and pestilence, 
And honest folk fallen in great poverty, 
By mischance or other infirmity, 
Wayfaring men and maimed soldiers 
Have their relief in this poorhouse of ours; 
And all others which we seem good and plain 
Have here lodging for a night or twain, 
Bedrid folk and such as cannot crave 
In these places most relief they have, 





And if they hap within our place to die 
They are buried well and honestly; 
But not very unsick stubborn knave, 
For then we should over many have.” 


Philanthropy in the Eighteenth Century 


The eighteenth century .was an age in which 
philanthropy expressed itself in Great Britain 
by the establishment of many institutions for the 
care of the poor and the helpless. It was partic- 
ularly marked by the erection of a large number 
of hospitals in England, Scotland, and Ireland. In 
London, Westminster Hospital was established in 
1720, Guy’s in 1724, St. George’s in 1735, the Lon- 
don Hospital in 1740, and three maternity hos- 
pitals between 1739 and 1750. The Bristol Royal 
Infirmary was opened in 1735, the Liverpool Royal 
Infirmary in 1745, and the Manchester Royal In- 
firmary in 1752. In Scotland, the Royal Infirm- 
ary of Edinburgh was founded in 1736 and that 
of Aberdeen in 1739. In Ireland, several Dublin 
hospitals date from 1718 to 1745. 


These hospitals were established and main- 
tained by voluntary contributions and though they 
existed for the purpose of providing hospital care 
for the poor and the homeless, many abuses in 
the form of restrictions, fees, and bribes crept in. 


Garrison, in his History of Medicine, speaking 
of eighteenth century hospitals, says: 


“Hospital management was bad in the sev- 
enteenth century the world over. It was worse 
in the eighteenth. There was the same over- 
crowding; several patients occupying one bed 
or pallet, the same absence of ventilation, the 
same presence of vermin and filth, the same 
lack of appreciation of the need for isolation 
of contagious diseases, the same misdirected 
effort at nursing, the same fatal issue follow- 
ing every attempt at major surgery.” 


It is unlikely that many of our early settlers 
had been patients in hospitals in their native 
land. These early settlers did not as a rule estab- 
lish themselves in towns and villages. The ma- 
jority of them became farmers and as there were 
few doctors, the people treated themselves when 
sick, employing the remedies they had used in 
England and learning of others from the Indians. 
Medicinal herbs were widely used. Women cared 
for each other in childbirth. Men with some 
mechanical skill reduced fractures and set broken 
bones. Clergymen sometimes ministered to sick 
bodies as well as to sinful souls. 

Few American Hospitals Before the 
Revolutionary War 

The settlement of America was accomplished 
slowly. There were 168 years between the first 
English settlement at Jamestown in 1607 and the 
outbreak of the Revolutionary War; 135 years 
between Plymouth Rock and Bunker Hill. No 
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census was taken until 1790 but there was a list- 
ing of British subjects in the several Colonies in 
1755. This gives a total population of the 13 
American Colonies of 1,046,000 exclusive of Ne- 
groes, Indians, and British soldiers. This is 1% 
times as many people as lived in Cleveland, Ohio, 
in 1940. In 1790, New York City was about the 
size of present-day Lexington, Kentucky, having 
a population of 49,401; Philadelphia with 28,522 
compares with Burlington, Vermont; Boston’s 
18,320 made it about the size of Fort Lauderdale, 
Florida, and Baltimore with 13,503 was of the size 
of 1940 Annapolis. 


These facts and conditions are sufficient ex- 
planation of the reason why practically no hos- 
pitals were established in the Colonies before the 
Revolutionary War. 


The first occasion for any considerable need for 
hospital service in America was the outbreak of 
the Revolutionary War in 1775. Though the re- 
volt against England had been brewing for a num- 
ber of years, the actual beginning of hostilities 
found the American Colonials in many ways un- 
prepared. Not the least of the unpreparedness 
was their almost total lack of well-trained physi- 
cians and surgeons and the supplies and equip- 
ment needed to set up temporary hospitals for the 
care of sick soldiers and the casuals of battle. 
Some of our military officers and a few doctors 
had had experience with the British Army in the 
wars fought on American soil between English 
and French armed forces. The British Army had 
a well-developed medical and hospital service. It 
was logical that this should be the pattern on 
which the early American military hospital sys- 
tem was planned. The British military hospital 
system consisted of what were then called flying 
hospitals, but later, field hospitals which were 
tents set up close to the field of battle for first 
aid and essential emergency surgery. From these 
the wounded were evacuated to regimental hos- 
pitals at some distance behind the lines, and from 
them to general hospitals which might be still 
further removed from combat areas. In the regi- 
mental and general hospitals those who became 
sick in camp were hospitalized. Naturally, the 
first hospitais were established in and around 
Boston, the scene of the opening hostilities of the 
war. 


Military Hospitals 


The Battles of Lexington and Bunker Hill re- 
sulted in casualties demanding surgical treat- 
ment. Houses in Cambridge and other villages 
suburban to Boston were commandeered and con- 


verted into hospitals. Like in almost all other 
wars, however, more of the soldiers in our armies 
during the Revolutionary War needed medical 
and hospital care because of illnesses incidental 
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to camp life than required surgical treatment of 
wounds sustained in battle. 

There is a long story of lack of competent phy- 
sicians and surgeons and of medical and hospital 
supplies, of political interference, malfeasance in 
office, professional jealousy, inefficiency and 
graft, all of which conditions the development of 
this our first organization of military hospital 
service. But there is also another long story of 
planning and operating those early temporary 
hospitals under conditions of great difficulty, of 
professional ingenuity when essential medicines 
and surgical instruments were lacking, of devo- 
tion to the care of the sick and wounded, of carry- 
ing a heavy load when others shirked, of which 
the medical department of the Army may be 
justly proud. Fortunately, Shakespeare to the 
contrary notwithstanding, we emulate those of 
our ancestors who were patriotic, loyal, and effi- 
cient, and try to forget those who were not. 

Though, all in all, the beginnings of our mili- 
tary hospital system were not particularly sig- 
nificant, the organization of the medical depart- 
ment of the U. S. Army, which dates from these 
same Revolutionary War years, has largely fol- 
lowed the pattern which we borrowed from the 
British Army and adapted to our own conditions 
and needs. 

Hospital Service in 1812 


Ag far as hospital service is concerned, we did 
not much profit by the experience gained during 
the War for Independence. When, in less than 
35 years after the close of that war, we were 
again in armed conflict with England in the War 
of 1812, the hospital service and facilities pro- 
vided for our soldiers and sailors were as bad or 
worse than those of Revolutionary War days. 
Dr. James Mann, in his Medical Sketches of the 
Campaigns of 1812-13 and 14, says— 

“The medical, with other departments of 
the army, at the commencement of the war, 
wanted a system. Military hospitals were to 
be formed by gentlemen, little versed in hos- 
pital establishments for an army. These were 
evils, the necessary consequences of our civil 
polity, and long period of peace, and which 
all new military establishments have to en- 
counter. 

“The medical staff of the Army of 1812, 
possessing no documents relative to the man- 
agement of military hospitals, nor the dis- 
eases to which our armies were exposed, to 
direct them to the most suitable means of 
obviating, or the most successful methods of 
treating them, which in many instances, as- 
sumed forms different from those which 
occur in domestic practice, necessarily had 
recourse to English treatises on military hos- 
pitals and diseases of the camp.” 
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The author goes on to say that these did not 
always fit conditions in America. There were 
hospitals at Plattsburg, New York, Greenbush, 
New York, Brownville, New York, and Malone, 
New York. 

First Non-Military Hospitals 

Our early needs for other than military hos- 
pitals were those which first became apparent in 
the towns which were later to develop into our 
Atlantic seaboard cities. 


The first hospital to be established in the ter- 
ritory which later became the United States of 
America was in what is now New York City. In 
1658, at the suggestion of Master Jacob Hen- 
dricksen Varrevanger, Surgeon to the Dutch West 
India Company, a hospital was erected for the 
care of sick soldiers, who previous to that date 
had been billeted on private families. It also 
served the Negro slaves of the Dutch West India 
Company. New York City, then called New Am- 
sterdam, had a population of about 1000, of whom 
a considerable number were Negro slaves. In 
1680, this hospital building, then known as the 
“Old Hospital” or “Five Houses,” was sold and a 
new and more modern building erected in its 
place. Though modern hospitals have a tend- 
ency to become obsolescent, if one had to be re- 
placed after twenty-two years of use, its super- 
intendent would probably be asked to resign and 
its architect and builder not employed to design 
and build the plant that was to replace it. 


All of the larger towns in the Colonies were 
seaports and all of them—Boston, New York, 
Philadelphia, and Charleston—faced the neces- 
sity of establishing isolation hospitals, pest 
houses, or quarantine stations in which patients 
suffering from contagious diseases, especially 
smallpox, might receive aid. The purpose of 
these institutions was primarily the protection of 
the well and only secondarily. the care of the 
sick. Samuel Drake’s “History of Boston and 
Antiquities,” published this quotation from the 
archives of the town of Boston—May 15, 1717, 


“The selectmen are authorized to lease 
land on ‘Dere’ Island, not exceeding one acre, 
for a Hospital or Pest House, but for a pe- 
riod not to exceed 99 years.” 


We know that there was a pest house in 
Charleston prior to 1752; for there is a record 
that in that year a hurricane flooded the city and 
among its damaging effects, carried the Sullivan’s 
Island pest house several miles up the Cooper 
River, drowning nine people. It would be inter- 
esting to know whether or not it continued to 
function in its new location. There was a simi- 
lar institution in New York City in 1757. Phila- 
delphia’s early pest house was on Fisher’s Island. 

Part II will appear in the January issue. 
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Price Trends of Hospital Commodities 
McGill Commodity Service, Inc., Auburndale, Massachusetts 


Sponsored by the Committee on Purchasing of the Council on Administrative Practice 


clearly indicates full power by the Govern- 

ment to control practically every phase of our 
economic life. This is easier said than done be- 
cause history has proven that economic laws can 
be interfered with but cannot be absolutely con- 
trolled. The way matters now stand, price infla- 
tion in a mild form is inevitable. The upward 
underlying trend of living costs has shifted from 
second to high gear. This represents a green 
light or “go” signal for labor to demand higher 
wage rates. There is little hope of comprehen- 
sive legislation in the forthcoming price control 
bill which will hold farm prices within bounds. 
Cash income of farmers including Government 
payments this year will approximate 11.2 billion 
dollars which is back to the 1929 level. Our esti- 
mate for next year is more than 13 billion. 


Te foundation has been solidified which 


Fundamentally, the great issue is the speeding 
up of armament production and more vital par- 
ticipation in the war. To date, total appropria- 
tions exceed 63 billion dollars and it is a foregone 
conclusion that in 1942 Congress will authorize 
new or additional lend-lease appropriations which 
will swell the total closer to 100 billion. Before 
the curtain drops on World War II the armament 
program promises to consume at least 120 billion 
dollars. Production of tanks, planes, guns, ships, 
etc., must be doubled and even tripled. Even the 
new producing capacity is being added, the goal 
cannot be reached without seriously curtailing 
production of civilian goods and impairing the 
standard of living. Much emphasis has been 
placed on the fact that Government surveys show 
that probably 20,000 small industrial plants may 
be closed up, due to the inability to obtain suf- 
ficient supplies of raw materials, and that between 
two and three million workers will be temporar- 
ily unemployed. This is unfortunate but cannot 
be avoided as nothing will be permitted to stand 
in the way of war production. 


At this moment we are witnessing the first 
repercussion from the forced curtailment of civil- 
ian output: The advance in commodity prices has 
been temporarily checked; retail trade has slowed 
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up; sales of automobiles are far less than was the 
case a year ago; private residential and non-essen- 
tial public building is on the down grade due to 
Government restrictions and the growing short- 
age of building equipment which involves metals. 
Do not be misled by these surface ripples. The 
tide of industrial output is still coming in and 
the aggregate physical volume of production in 
1942 is destined to reach new peaks. Remember 
that at the present time around 20 per cent of 
total output represents war equipment and 80 per 
cent represents civilian goods. A year hence, 
armament production will account for between 
40 and 50 per cent of all production. Frankly, 
we are underestimating rather than overempha- 
sizing the inevitable shortage of non-essential 
goods, particularly the so-called luxury group, 
which will materialize as 1942 progresses. 


Other highlights involve a prospective advance 
in railroad wage rates and an increasing in freight 
rates next year. There can be no escape from 
a diminishing supply of ocean cargo space, with 
transportation and insurance costs remaining on 
an inflated plane. Watch for a tightening of in- 
stallment credit control and a reduction in inter- 
est rates in the endeavor to attract savings to 
defense bonds rather than into the savings banks. 
Finally, another tidal wave of increased taxation 
by the spring of 1942 cannot be avoided, first to 
offset the mounting cost of the war, and second, 
in the endeavor to curb inflation. 


The truth of the matter is that employers as 
well as employees have, in the main, underesti- 
mated the new avalanche of taxation which must 
be enacted by the spring of next year. The plans 
under consideration include a revision upward in 
income tax rates. In addition, a deduction pos- 
sibly as high as 15 per cent may be made by em- 
ployers from wages and salaries. At any event, 
it is becoming increasingly clear that a tax deduc- 
tion plan at the source will be one of the next 
major moves, and termed the pay-envelope tax. 
It is a foregone conclusion that social security 
taxes will move upward. In short, plan on an- 
other extensive step up in the tax schedule by 
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the spring or summer of 1942. When the situa- 
tion is squarely faced, it is quite obvious that 
Government defense spending for all practical 
purposes is still in its infancy. The war must be 
paid for just as sure as this country must return 
ultimately to a balanced budget. However, these 
are war times and the outlook for an early change 
in economic trends is far from reassuring. 


All Commodities 


During the past month the general price level 
has held within relatively narrow limits. This 
is well illustrated by noting in the accompanying 
table that the latest figure for the all commod- 
ity index is 87.8, whereas a month ago it was 
97.9. The fact of the matter is that there was 
a sustained and extensive price rise from the 
early months of this year to a peak in early Sep- 
tember. Since that time there have been some 
individual advances, but these have been offset 
by decline in other commodities. Therefore, the 
primary question at this time is whether this rep- 
resents a cyclical peak in prices or whether a 
further advance is to be noted in 1942. Frankly, 
we do not hesitate to predict that by the end of 
1942 prices in general will be close to 25 per cent 
above present levels. Certainly, there is nothing 
in the present situation which points to any let- 
down in the demand for all basic commodities. 
Industrial activity will be concentrated on arma- 
ment output, and it is well known now that many 
industrial commodities are in limited supply. We 
know that the consumption of foodstuffs will be 
at unusually high levels next year. There will 
not only be a greater domestic consumption of 
foods, but we shall export huge quantities under 
the provisions of the lease-lend program. In gen- 
eral, we look for the period of stabilized prices 
to end within the next few weeks, to be followed 
by an upward trend in both industrial and agri- 
cultural prices through the winter period. 


Drugs and Chemicals 


The index number for this group showed only 
a minor change from mid-October to mid-Novem- 
ber. The change was entirely the result of higher 
prices for quicksilver. In general, the chemical 
price list has been fairly well stabilized through 
priority and allocation programs as well as 
through the cooperative and voluntary efforts of 
the major producers. The situation, however, is 
critical because in many of the important chem- 
icals the demand is outrunning the supply and 
present producing capacity is just not adequate 
to meet all requirements. Chemicals have shown 
one of the smallest price advances as a group 
since the war broke out, and while we look for 
a continuation of relatively stable prices, it will 
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become increasingly difficult to obtain adequate 
supplies. 


Paper Products 


The paper products index remained unchanged 
at 103.7 for the period covering October 15 to 
November 15. However, as in the case of chem- 
icals demand is outrunning supply, and govern- 
ment requirements, according to OPM, will absorb 
around 30 per cent of the available -supply in 
1942, thus reducing the supply available for civil- 
ian consumption. Furthermore, the quality of 
finished papers will be reduced because of the 
shortage of chlorine and other essential chem- 
icals utilized in paper manufacture. Domestic 
production and imports of Canadian pulp have in- 
creased but have not entirely taken up the loss 
that was caused by the complete cessation of 
imports from Scandinavia. We look for a short- 
age of both paper and pulp to develop by mid- 
1942. 


Cotton Goods 


The index for cotton goods declined from 102.4 
in mid-October to the current figure of 107.0. The 
decline was attributable to the lower average of 
raw cotton prices, which in turn has automatic- 
ally reduced the ceiling price for the principal 
finished cotton goods. There are large supplies 
of raw cotton available in this country but a short- 
age of the better grades is becoming more ap- 
parent every day, and there has been a keen com- 
petitive demand for the better types of material. 
Mill consumption of cotton during the 1941-42 
season seems likely to set a new record at around 
11,000,000 bales. The farm bloc in Congress is 
attempting to stimulate prices in the effort to 
improve the income of the cotton producer. There- 
fore, a ceiling price schedule is not likely to be 
put into effect until prices are considerably 
higher. 


Fuels 


In these days of shortages of many basic com- 
modities, it makes pleasant reading to note that 
total stocks of bituminous coal in industry in the 
United States and Canada are the highest since 
Necvember 1, 1927. There is plenty of coal avail- 
able in the United States, but it is only necessary 
to pick up your daily newspapers and read the 
reports of the labor conflict between the CIO and 
the “Captive” coal mines to realize that it would 
not take a great deal more to halt production. In 
all probability, the needs of the national defense 
program will prevent the unions from tieing up 
production, but, nevertheless, it is obvious that 
large reserves are good insurance at this time. 
The underlying statistical and economic position 
of fuel oil is unusually strong in all sections of 
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McGILL MONTHLY WHOLESALE PRICE INDEX FOR HOSPITALS 
(1926 = 100) 


Nov. Nov. Nov. 
1933 1934 1935 


ALL COMMODITIES ......... 61.9 66.8 74.6 
Drugs and Chemicals............. 75.2 73.7 71.7 
Pamer PLOGues: sis bass 77.0 84.7 79.9 
NGO NEOOUE oa SS icieis one 0.5 0 00S Foe 82.5 86.6 89.4 
Surgical Dressings .............. 87.9 82.8 79.5 
IE on oa bs ath bk cea TS ON as 73.6 74.3 67.7 
RIEU dS hoa's asc ssisbicwie's aun bs oes 52.7 66.9 73.7 
PMNOE Cocos bon eS hc oe eM eese 46.1 65.2 87.3 
i ge oo” RRS a separa rt O 76.2 88.2 68.0 
Canned Vegetables ............. 95.0 92.6 85.1 
SNE FR 55 oan eek eae ses 69.8 80.0 74.2 
OS Cor oy | © RR ca 66.7 70.0 77.3 


Nov. Nov. Nov. Nov. Nov. Jan. Oct. Nov. 
1986 1937 1938 1939 1940 1941 1941 1941 
17.9 76.7 69.1 73.6 73.1 75.3 87.9 87.8 


70.9 70.1 69.9 76.2 78.8 77.9 82.0 82.3 
81.0 104.1 90.5 89.2 97.1 97.1 108.7 103.7 
84.3 70.9 72.3 85.1 84.1 87.8 102.4 100.7 
75.9 74.4 68.8 73.4 74.3 74.3 88.0 88.0 
78.5 90.0 81.3 95.6 93.0 94.4 1045 1045 
78.8 59.9 54.6 56.6 50.3 53.6 84.1 84.1 
78.4 95.8 78.7 70.1 87.2 90.4 93.0 90.4 
68.7 81.2 58.8 60.6 57.3 57.4 68.0 17.2 
83.0 77.3 62.5 67.1 64.4 64.4 83.4 85.9 
75.6 80.8 67.6 66.7 64.7 64.7 84.0 84.0 
83.6 80.5 72.0 70.7 76.1 117 91.5 96.6 





the country. Supplies of heating oils apear ade- 
quate at the present time, but a record consum- 
ing demand is expected this winter, and the in- 
dustry will probably be taxed to meet all require- 
ments. Stocks of fuel oil on the Pacific Coast 
have been reduced steadily in recent months, and 
while a ceiling price is in effect at the present 
time, we would not be at all surprised to see it 
lifted, because of higher producing costs. 


Groceries 


The index for groceries held unchanged at 84.1 
since mid-October. A check-up shows that of the 
items included in the index, beans, cocoa, and rice 
are higher than they were a month ago, while the 
vegetable oils and lard as well as wheat prod- 
ucts are lower. It is well to remember that this 
period of the year represents the harvesting sea- 
son when supplies of all of the principal food- 
stuffs are most abundant. Ordinarily prices of 
farm products show weakness during the latter 
part of October and early November, but once 
the harvest season has been completed there is 
usually a strong upward movement developing 
during the winter months. There are relatively 
large supplies of all the principal products avail- 
able this year. However, domestic consumption 
based on the improvement in consumer buying 
power will be higher in 1942 than in any recent 
year. Furthermore, large exports of food are 
planned under the lease-lend program. Domestic 
supplies will be reduced substantially by next 
spring, and we expect a higher price level. 


Dairy Products 


The index for dairy products moved sharply 
higher during late October and early Novem- 
ber and now stands at 96.6, against 91.5 a 
month earlier. Butter and eggs were both 
subject to rather substantial increases, but 
prices of cheese, after strengthening sharply 
during the summer and early fall, remained 
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unchanged during the past month. Production 
of milk as well as manufactured dairy prod- 
ucts is now on the down grade along seasonal 
lines. The Government will continue to purchase 
dairy products in volume for domestic needs as 
well as export, and the abnormally high rate of 
employment and purchasing power assures con- 
tinued heavy consumer demand. The Govern- 
ment program calls for a marked stimulation in 
the production of all milk products next year and 
Government support of the price level, particu- 
larly through the medium of heavy purchases for 
lend-lease shipment, will prove the dominating 
factor in creating higher prices. Egg production 
is now at record levels, profit margins are out- 
standing, and there is considerable incentive to 
expand farm flocks. During the first nine months 
of 1941 the number of chicks hatched by commer- 
cial hatcheries was 26 per cent greater than in 
the corresponding period last year. 


Miscellaneous 


Both the fresh fruits and canned vegetables 
indices have shown moderate improvement dur- 
ing the past month. The canned fruits index 
held unchanged at 84.0, while meats declined from 
93.0 in mid-October to 90.4 at the present time. 
Canned goods, as well as fresh fruits and vege- 
tables, are important items in the lend-lease pro- 
gram. In view of the heavy volume of domestic 
consumption, it seems quite possible that prices 
of all of these items will rise at least moderately 
during the coming winter. The number of live- 
stock on the farm will show an increase next year 
because of the favorable feeding profit margins. 
Slaughter of cattle, sheep, and hogs will not be 
increased heavily for at least six months, and, 
therefore, meat prices can be expected to hold 
close to or above current levels. In summary, in 
view of present conditions, it is advisable to plan 
on higher prices for practically all basic com- 
modities in early 1942. 
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Current Problems of Blue Cross Plans 


C. RUFUS ROREM, Ph.D., C.P.A. 


the present scope of Blue Cross Hospital 

Service Plans; second, the factors underly- 
ing their growth; third, some current problems 
of administration and public policy. 


Te article is divided into three parts: first, 


The Present Status of Blue Cross Plans 


Four years ago, in this building, I reported to 
the American Hospital Association that thirty- 
five nonprofit hospital service plans had enrolled 
1,000,000 subscribers. Today, the enrollment ex- 
ceeds 7,500,000 for the nonprofit plans approved 
by the American Hospital Association and identi- 
fied by the seal of the Association superimposed 
upon a Blue Cross. By November 1, the approved 
Blue Cross Plans will have paid approximately 
$100,000,000 for two million hospitalized sub- 
scribers, and there will have been 250,000 babies 
born under the sign of the Blue Cross. 


The 7,500,000 participants represent the em- 
ployees of approximately 125,000 firms, large and 
small, distributed throughout the entire nation. 
The twenty-eight states with approved Blue Cross 
Plans represent more than eighty per cent of the 
American, population, and negotiations are al- 
ready under way to bring this total to ninety 
per cent shortly after the first of the year. 


More than two-thirds of the bed capacity of 
general hospitals in the United States is repre- 
sented among the 2000 participating hospitals 
of the approved plans, whose capital investment 
would, conservatively estimated, represent one 
billion dollars. 


There are fifteen approved plans with annual 
incomes in excess of $1,000,000 each. These or- 
ganizations, and the others, are large economic 
enterprises in their respective communities. 


The $35,000,000 which will be paid to hospitals 
in 1941 exceeds by a substantial amount the total 
receipts of all hospitals from philanthropy and 
endowments. Blue Cross Plans have become an 
important factor in the financing of American 
hospitals and the life of the American people. 





Presented at the American Hospital Association Convention, 
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Factors Underlying the Rapid Growth 


Why this rapid growth of group budgeting 
plans for hospital care as compared to other 
forms of health insurance? Several factors may 
be mentioned. Two of them derive from the very 
nature of hospitalization itself: (a) the particular 
difficulty of paying hospital bills, and (b) the pub- 
lic character of the hospital system in America. 
Two others are implicit in the methods and poli- 
cies of enrolling subscribers and administering 
plans: (a) the provision of service rather than 
cash benefits, and (b) the emphasis upon family 
rather than individual coverage. 


A hospital bill is always hard to pay. Hospital 
bills are not too large, compared with the values 
of services which they represent, but the indi- 
vidual hospital bill is comparatively large when 
contrasted with purchases of other necessities or 
luxuries. 


The cost of hospitalized illness is unpredictable 
as to time and amount; moreover, hospital care 
requires absence from gainful employment, and 
is often. accompanied by expenses for other health 
services in the hospital or the home preceding or 
following hospitalization. 


The average total cost of hospitalized illness is 
approximately $150.00 for hospital, medical, and 
nursing care. This amount exceeds the monthly 
income of three-fourths of American families. 
It is only natural, therefore, that the American 
people should welcome an opportunity to budget 
an expenditure of such uncertainty and magni- 
tude as hospital care. The economic hazard of 
sickness can only be removed by use of the prin- 
ciple of insurance, or by transference of the 
responsibility to some other individual or group. 


The hospital system of America is an essential 
public service, not a privately owned industry. 
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More than 95 per cent of the $3,500,000,000 of 
capital investment in American hospitals has been 
provided from taxes or voluntary contributions. 
Every year, nearly half of the 9,500,000 persons 
hospitalized for acute illness are served entirely 
free or on a part-pay basis in the tax-supported 
and voluntary hospitals of the country. 


Public opinion, and, in some instances, legisla- 
tion, requires hospitals to render emergency care 
regardless of a patient’s ability to pay. The 
church and non-sectarian voluntary hospitals are 
expected to serve patients according to their 
medical needs rather than their economic re- 
sources. Less than fifteen per cent of the popula- 
tion have, at any time, required public assistance 
for food and shelter. Nearly one-half of the 
American people have relied on taxation or 
philanthropy to pay all or a part of their hos- 
pital bills. 


Hospital administrators must balance their 
budgets, and the proportion of free care is limited 
by the funds available to finance such service. 
In their own. and the public’s interest, the volun- 
tary hospitals have sponsored a method which 
enables self-supporting people to obtain hospital 
care from their own resources, and thereby to 
release tax funds and philanthropy for the care 
of the indigent and the unemployed. 


The benefits of hospital service plans are re- 
ceivable in service, not cash. A man cannot lose 
a better job than he holds, nor can fire destroy a 
better house or automobile than he owns. But 
sickness may require a service involving expendi- 
tures larger than a man’s whole income during 
his disability or the rest of his life. This amount 
may even exceed his entire savings from previous 
income or gifts. 


A sick man needs health service, not cash. The 
only agency which can provide such hospital 
service is the hospital, which guarantees such 
care through service contracts. The cornerstone 
of the Blue Cross Hospital Service Plan move- 
ment is the guarantee of service by the member 
hospitals in each community. This special fea- 
ture makes the hospital service plan unique in 
its relationship to the subscriber, and is in large 
part the explanation of the rapid growth of Blue 
Cross Plans in comparison with indemnity poli- 
cies for hospital expense offered by private in- 
surance. 


Blue Cross Plans have emphasized family cov- 
erage rather than care of the employed individual. 
The family is the unit of income and expenditure, 
and the ability to purchase hospital care depends 
upon the size of the family income, not the size 
of the family. Accordingly, the Blue Cross Plans 
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have made special concessions to permit enroll- 
ment of the workers’ dependents. Sickness is a 
family problem and the payment of hospital bills 
is also a family problem. Blue Cross Plans are 
organized for the subscribers who receive the 
care, and the hospitals which provide the care. 
The trustees of a Blue Cross Plan have no eco- 
nomic interest which must be protected at the 
possible expense of the subscriber or member 
hospital. 
Current Problems 


The growth of Blue Cross Hospital Service 
Plans has created important problems of adminis- 
tration and public relations. Some of them arise 
from the size of the individual plans, the com- 
plexities of their management, and the difficult 
tasks of national enrollment. Others reflect the 
present awareness of the public significance of 
the Blue Cross movement, and its relation to other 
forms of financing hospital care. They are not 
easily classified. The following will be discussed: 
(1) The importance of national unity; (2) the 
need for serving still lower income groups; (3) 
the methods and adequacy of payments to hos- 
pitals which guarantee the services; (4) state- 
wide development; (5) national defense. 


The Blue Cross Plans are a national movement. 
Frequent change of residence, the need for hos- 
pital care when “out of town,” and the demands 
of large national employers have led to specific 
developments in the organization of plans. A 
majority of the approved plans now permit trans- 
fers of paid-up subscribers who have enrolled on 
a group basis in other plans. They also waive 
group enrollment requirements for the branch 
office employees of firms whose home offices are 
being enrolled in other plans. Proposals have 
been. drafted to permit subscribers to receive 
service benefits in out-of-town hospitals, through 
special negotiations among the approved Plans in 
the various communities. Suggestions have been 
made for central enrollment of the employees of 
national accounts, and the billing and collection 
of their subscription payments. It is important 
that competition be avoided in the enrollment of 
subscribers by Blue Cross Plans, and these meth- 
ods of cooperation will emphasize the fact that 
nonprofit hospital service plans are a public serv- 
ice, and not a group of competing private or- 
ganizations. 


The ultimate slogan of the Blue Cross Hospital 
Service Plan movement may be expressed in the 
two phrases: “Once a member, a!ways a mem- 
ber,” and “If you subscribe to this Blue Cross 
Plan, you subscribe to all Blue Cross Plans.” 


Group budgeting privileges should be extended 
outward and downward. Many of the early plans 
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placed emphasis upon private and semi-private 
room accommodations in which the patient was 
attended by a doctor of his choice to whom he 
was expected to pay a professional fee. But a 
large number of workers, particularly in the 
metropolitan areas, were already receiving both 
hospital and medical care in the municipal hos- 
pitals at the expense of the taxpayers or part-free 
care in voluntary institutions financed by philan- 
thropy. Many persons with low incomes have not 
joined the semi-private hospital service plans 
because of the difficulty of paying private physi- 
cians from their current resources. 


Even without the provision of medical care, a 
part of this problem has been solved by the intro- 
duction of low-cost plans which would reach a 
new income level. The first of this group, the 
Minnesota Hospital Service Association, with a 
family rate of $1.00 per month, was established 
in 1934, and provides half-coverage to depend- 
ents. In 1935, the Rochester Hospital Service 
Corporation offered family coverage at $1.30 with 
full coverage to the dependents except for ma- 
ternity care, and a small charge when children 
were hospitalized. This Plan has enrolled more 
than fifty per cent of the population of the city, 
since its establishment. 


In the last several years, a number of other 
plans have established family rates of $1.25 per 
month or lower, with dependents obtaining essen- 
tially the same benefits as the employed sub- 
scribers. The following cities (alphabetically 
arranged) are headquarters for plans which offer 
family rates of $1.25 per month (or less) for 
complete (or substantial) coverage for dependent 
participants: Baton Rouge, Boston, Cincinnati, 
Columbus, Fargo, Harrisburg, Kingsport, Louis- 
ville, New Orleans, Pittsburgh, Rockford, Toledo, 
Utica, Wilmington, Winnipeg. 


There are a number of other plans which offer 
family rates of $1.50 per month or less for full 
coverage (or nearly so) for dependents. They 
have headquarters as follows: Akron, Alton, Ash- 
land, Atlanta, Birmingham, Buffalo, Canton, 
Cleveland, Denver, Des Moines, Detroit, Kansas 
City, Milwaukee, New Haven, Peoria, Portland, 
Portsmouth, Providence, St. Louis, Tulsa, Wilkes- 
Barre, Youngstown. 


The low-cost plans just mentioned are available 
to the general public, and are not “ward” plans 
in the sense that the term is used on. the Eastern 
Seaboard, where the “ward” patients expect to 
receive staff service from the doctors assigned to 
care for free or part-pay patients. One exception 
to this rule is the Massachusetts Hospital Service, 
which has offered a “ward” plan for several years 
to limited-income groups. Subscribers to the ward 
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plan are entitled to submit evidence that they 
should receive free physician services in the ward 
of the hospital to which they are admitted. In 
several other plans, the staffs of the member-hos- 
pitals have agreed to provide free service in ward 
accommodations for semi-private subscribers un- 
able to pay a private physician. 


There is an important need to have medical and 
surgical care also provided on a group payment 
basis if the low-income groups are to be expected 
to place hospital bills in the family budget. Re- 
cently, the medical professions in several states 
and communities have introduced free choice 
medical and surgical care plans which are ad- 
ministered and offered to the general public jointly 
with the Blue Cross Plans. Such organizations 
have their headquarters in San Francisco for the 
State of California, in Detroit for the State of 
Michigan, also in Buffalo, Utica, Pittsburgh, and 
Durham, North Carolina. Other plans are in con- 
templation for New York City and for New Jer- 
sey and Massachusetts. 


Payments to Hospitals 


Good hospital care costs money. There is no 
magic about the Blue Cross Plan, which will en- 
able a hospital to provide good service unless the 
costs are met from some source. To the extent 
that Blue Cross Plans are directed to the self- 
supporting members of the American population, 
the hospitals must receive full cost of the services 
which they provide. In the short run, the public’s 
interest may be served if the payments to the 
hospitals are merely equal to or greater than the 
previous revenue which these same patients would 
have paid the hospitals provided income from 
other sources were not reduced. 


The primary economic problem of a hospital 
service plan. is to offer a rate to the subscriber 
which is within his ability to pay, and to reim- 
burse the hospitals at amounts which are adequate 
to maintain a high quality of service. A hospital 
administrator is more interested in the equity and 
adequacy of the payments he receives than in the 
proportion of the subscriber’s dollar used for hos- 
pital care. Half the subscriber’s dollar might be 
sufficient to pay hospitals adequately for the bene- 
fits offered, in which case the benefits should be 
increased or the rate lowered. Conversely, 100 
per cent of the subscription might be too little to 
pay the hospitals for the services which they pro- 
vide. Ultimately the hospital must be paid com- 
plete costs for the services to subscribers, either 
from the Hospital Service Plan or from some 
other source. 


State-Wide Developments 


It is essential that the subscribers have freedom 
of choice in the selection of a hospital at the time 
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of sickness. Each plan should serve the largest 
possible geographic area that legal restrictions 
and economic conditions permit. Experience has 
shown that when two or more plans compete for 
subscribers in the same area, they do not reach 
a substantial portion of the eligible community or 
conduct their activities on an economical basis. 


. A hospital service plan located in or near an 
area already adequately served by an approved 
plan should not necessarily expect to be approved 
by the American Hospital Association, even 
though it may enjoy a sound financial position 
and reputable local sponsorship. New plans apply- 
ing for approval should be expected to “show 
cause” why they should not merge their activities 
with previously approved Blue Cross Plans which 
are in a position to serve the trading area eco- 
nomically and effectively. 


National Defense 


The wealth of a nation is the health of its peo- 
ple. Any program which will prevent and cure 
disease promptly and economically increases pro- 
ductive activity and conserves the national re- 
sources for the development of internal strength 
and the resistance of external aggression. Blue 
Cross Plan patients seek hospital care readily 
because the economic barrier is removed. They 
enter the hospital with confidence rather than 
with fear, and return to their work more promptly 
without the prospect of a large expenditure which 
they will not be able to meet. On the basis of 
present enrollment, Blue Cross Plans save each 
year 1,000,000 working days through shortening 
the length of stay for hospitalized patients. 


The relation of Blue Cross Plans to national 
defense appears in the cooperation of civilian 
enterprises engaged in production under defense 
contracts. It has been definitely established that 


the Federal Government is not opposed to the 
enrollment of defense contract employees in Blue 
Cross Hospital Service Plans or to the use of the 
payroll-deduction method as the basis for main- 
taining subscriber contracts in force. 


Conclusion 


The future of Blue Cross Plans will be affected 
greatly by the degree to which they reach the 
total population, and cover the total cost of hos- 
pitalized illness, also by the extent to which the 
Federal or state governments pass legislation for 
the encouragement or support of hospital service 
for certain classes of illness or economic groups. 
The first factor can be influenced by the policies 
of the administration and trustees of the plans in 
cooperation with the hospitals and the medical 
profession. The amount and type of legislation 
cannot be clearly forecast, but undoubtedly will 
be influenced by the extent to which the Blue 
Cross Plans accomplish on, a voluntary basis the 
objectives of a compulsory governmental pro- 
gram. 

Blue Cross Plans have an opportunity and a 
challenge. They are unique in the history of 
health service in the world. They accomplish on 
a voluntary basis through the principle of self 
help a result which has in many countries been 
regarded as requiring government compulsion. 


Blue Cross Plans are a distinctly American 
institution. They combine public service with 
private leadership. They combine individual ini- 
tiative with social responsibility. A unified pro- 
gram for budgeting hospital bills sponsored by 
the hospitals will do much to preserve the volun- 
tary principle in health service. For the hospital 
stands as a symbol of man’s struggle against 
disease, a fortress in the defense of his health, 
an outpost of service to the nation and its 
people. 





Vermont Hospital Association 


The Vermont Hospital Association held its an- 
nal meeting on Friday, October 24, at Barre, and 
elected the following officers: 


President—Laurence C. Campbell, Barre (re- 
elected) 

Vice-President—Arthur L. Janes, Middlebury 

Secretary-Treasurer—Virginia M. Riley, Barre 


Member of the Board of Trustees for Two 
Years—Hugo Ringlund, Proctor (re-elected) 

Delegate to American Hospital Association 
Convention—Jessie E. Grant, Springfield 

Alternate to American Hospital Association 
Convention—Caroline Hatch, Bellows Falls 
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Brief Case Found 


The Pennsylvania Railroad Company advised 
Oliver G. Pratt that the company has on hand in 
Philadelphia a brief case containing Mr. Pratt’s 
name and address. Mr. Pratt advises that the 
case does not belong to him and probably was 
misplaced by some one who attended the Atlantic 
City Convention. 

The owner can recover the brief case by writ- 
ing to A. C. Yorke, General Baggage Agent of 
the Pennsylvania Railroad; Philadelphia, giving a 
description of the brief case and a list of the 
contents. 
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Pharmacy and Storeroom May Function as One Unit 
in 150-Bed Hospital 


MERRELL L. STOUT, M.D. 


the hospital pharmacist may act as general 

storekeeper to the advantage of the insti- 
tution. We feel also, in the light of our present 
day personnel problems, that some discussion of 
this combination is timely. And at the outset let 
us state that our subject matter applies particu- 
larly to hospitals of from 100 to 200 beds. 


We should assume that the institution in ques- 
tion has some form of centralized purchasing; in 
other words, that all purchase orders, with the 
possible exception of orders for perishable foods, 
originate in one office—whether it be that of the 
superintendent or a purchasing agent. We should 
further assume that the pharmacist-storekeeper 
receives a copy of all orders issued as the authori- 
zation to receive goods shipped in. 


U NDER certain circumstances we believe that 


The Personnel Needed 


For a 150 bed hospital the personnel of a com- 
bined pharmacy and general storeroom can con- 
sist of three individuals. There should be first a 
graduate pharmacist in charge, who should have 
a good knowledge of manufacturing and can keep 
a perpetual inventory of household stores. In this 
connection we believe that a woman may be em- 
ployed to greater advantage than a man, but real- 
ize that local conditions may be the final deciding 
factor. The second individual in our pharmacy- 
stores set-up should be a strong and reasonably 
intelligent porter, who can do the heavy moving 
involved in both receipt and issuance of goods, and 
do the counting on receipt of bulky articles. And, 
finally, the third person in the department should 
be a maid who can do the general cleaning and 
dusting so vital to the maintenance of pharmacy 
and other stores, who can wash bottles and soiled 
pharmacy equipment, and who can be used as a 
messenger to deliver night articles when neces- 
sary. 


Thus it will be seen that the same personnel 
1s used both to receive and to issue goods, and we 
realize that this is open to some criticism. From 
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a practical standpoint, with certain checks de- 
scribed below, we believe we will have a reason- 
able control of our stocks. In the first place, it is 
reasonably simple from time to time to check cer- 
tain items in the physical stock against the per- 
petual inventory card. This should be done by 
the superintendent or his assistant. It should be 
done at irregular intervals, but it should be done. 
An admonition that all superintendents “avoid 
avoiding the storeroom” seems to us extremely 
important. A second check on storeroom contents 
lies in the storekeeper’s copy of the purchase 
order, which shows the specifications of articles 
ordered but not the quantity. The individual re- 
ceiving the goods therefore must mark the quan- 
tity actually received on the copy before returning 
it to the purchasing department. If a smaller 
quantity than ordered is actually received, the 
copy is stamped “incomplete” in the purchasing 
office and returned to the storeroom. 


Five Phases of the Pharmacy-Storeroom 


The work of this combined pharmacy-storeroom 
then really divides itself into five parts—receipt of 
goods, issuance of goods, including prescriptions, 
preparation of pharmaceuticals, inventory work 
and general cleaning. Of these the last three may 
be done at any time. But we must be prepared 
at all times during the day to receive and check 
receipts. All this makes it particularly essential 
to have a regular routine of hours or days for the 
general. issuance of general and pharmaceutical 
supplies. What that schedule is will depend on 
local conditions—and especially if the institution 
operates an out-patient department, on what hours 
that department is open. But in any event the 
success of the combined departments depends to no 
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small degree on the maintenance of a regular rou- 
tine. 


With the continuing increase in use of such ther- 
apeutic adjuncts as oxygen, intravenous fluid and 
the like, and in view of the more or less “emer- 
gency” nature of their uses, one may well ask if 
these “emergency” calls will not entirely disrupt 
the routine operation of our combined department. 
The answer, of course, is that these items should 
not be issued by the pharmacy storeroom at all 
but should be handled by a central supply room. 
It is not within the scope of this article to discuss 
the advantages of a central supply room, except 
to say that we believe any hospital, regardless of 
size, can profit by the use of a central supply room. 


This room, of course, is stocked on regular requi- 
sition to the pharmacy-storeroom at the routinely 
scheduled times. 


Finally, to those who will say that it would be 
difficult to find a pharmacist who is also a store- 
keeper, let it be said that we believe the training 
received in the school of pharmacy lends the re- 
cipient more knowledge of storekeeping than many 
other types of college education, since it in part 
at least is a training in keeping and being able to 
find one article in a large and varied assortment 
of chemicals and biologicals. This training, com- 
bind with a modicum of common sense, should 
make a pharmacist well able to maintain an orderly 
general storeroom. 





Kansas State Hospital Association 


The Kansas State Hospital Association held its 
annual meeting in Topeka, November 12 and 138, 
under the presidency of John R. Stone. More than 
one hundred delegates were present. 


Among the speakers were Governor Payne Rat- 
ner, Dr. C. H. Warfield, Senator Kirke W. Dale, 
Ray F. McCarthy, Dr. Bertram W. Maxwell, Mar- 
tha Richardson, Dr. C. D. Blake, Dr. T. R. Pon- 
ton, Dorothy Jackson, Dr. Lewis L. Robbins, and 
John R. Stone, president. 


The establishment in Kansas of a group hos- 
pitalization plan was discussed and a committee 
of fourteen appointed to plan and organize a hos- 
pital service plan. 


The following officers were elected: 


President—Sister Mary Anne 

First Vice-President—H. J. Andres 

Second Vice-President—Mollie Bowman 

Secretary-Treasurer—Dorothy H. McMasters 
(re-elected ) 


The 1942 convention will be held in Wichita on 
the second Wednesday and Thursday in Novem- 
ber. 





Maryland-District of Columbia 
Hospital Association 


At the annual meeting of the Maryland-District 
of Columbia Hospital Association, the following 
officers were elected: 


President—Harvey H. Weiss 
President-Elect—O. K. Fike 

First Vice-President—P. J. MacMillin. 
Second Vice-President—B. B. Sandidge 
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Third Vice-President—Sister Rosa 
Secretary—E. Reid Caddy 

Treasurer—Dr. Merrell L. Stout 
Trustees—Mrs. Janet Smith and Jane Nash 


O. K. Fike was elected as the American Hos- 
pital Association delegate from Washington, D. C., 
and Dr. John Orem was elected as the alternate. 
Brady Dayton was elected as the American Hos- 
pital Association delegate from Maryland, and 
William Moreland was elected as the alternate. 


Dedication of the New Wesley 
Memorial Hospital 


The new Wesley Memorial Hospital of Chicago 
will be dedicated December 1. For two years the 
new hospital has been under construction. It will 
contain 525 patient beds and ample provisions 
for all the hospital’s ancillary services. It is nine 
stories in height, of stone and steel construction, 
and will cost $3,500,000. It is a teaching unit of 
the Medical School of Northwestern University. 


Frederic Thielbar, its architect and President 
of its Board of Trustees, died November 16. He 
had made the planning of this fine hospital the 
work of the last years of his life and lived to see 
it completed and prepared to receive its patients. 
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Hospital Association of Pennsylvania 


The Twenty-First Annual Conference of the 
Hospital Association of Pennsylvania will be held 
in Pittsburgh, April 15-17, 1942. Meeting con- 
currently with the Association will be the Penn- 
sylvania Association of Nurse Anesthetists, Penn- 
sylvania Association of Medical Record Libra- 
rians, and the Pennsylvania Physiotherapy Asso- 
ciation. 
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Accounting 
G. Gordon Strong, Toledo, Chairman 
Wesley C. Arden, Philadelphia 
Edward R. Evans, Albany 
Edward Groner, New Orleans 


Harry Sesan, New York City 


Cooperation with Medical Plans 
John H. Begley, Detroit, Chairman 
Henry T. Brandt, Buffalo 
J. Philo Nelson, Oakland 
J. B. Wiggins, Durham 


Enrollment Methods 
Wm. S. McNary, Denver, Chairman 
Michael A. Kelly, Cleveland 
Robert E. Mills, Youngstown _ 
Stanley H. Saunders, Providence 
Earl-R. Sweet, Kansas City 


Hospital and Medical Relations 
Abraham Oseroff, Pittsburgh, Chairman 
B. W. Black, M.D., Oakland 
Frank P. Hammond, M.D., Chicago 
Paul Keller, M.D., New York City 
Peter D. Ward, M.D., St. Paul 


Medium-Sized Plans 
Robert J. Marsh, Jr., Huntington, Chairman 
George T. Bell, Wilkes-Barre 
Louis Degenhardt, Alton 
R. O. Parker, Canton 
D. Lane Tynes, Louisville 
Paul A. Webb, Portland 


National Enrollment 
John R. Mannix, Detroit, Chairman 

Ray F. McCarthy, St. Louis 

Frank Van Dyk, New York City 
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Prepared by the Hospital Service Plan Commission 


Committee Personnel for the Year 1941-1942 


Special significance attaches to the naming of the following Committee Members for the ensuing year, 
because of the increased interest in Blue Cross Plans as they relate to health and to national defense. 
The complex problems facing Blue Cross Plans are reflected in the increased number of committees to 
study these problems. In 1937 there were only six committees and a personnel of 21 active members. 
Six new committees have been added and the present members total 59. It is interesting to note that 
since 1937 the Committee on Reciprocity has been laboring in behalf of the itinerant subscriber, in an 
effort to guarantee him maximum service contract provisions regardless of his roamings. 


Office Organization and Practice 
F. A. Deniston, Chicago, Chairman 
J. Albert Durgom, Newark 
F. S. Garman, Philadelphia 
Clement W. Hunt, Harrisburg 
N. H. Schuett, Boston 


Public Education 
R. F. Cahalane, Boston, Chairman 
M. H. Coleman, Jr., Richmond 
J. Douglas Colman, Baltimore 
H. E. Roush, Akron 
H. C. Stephenson, Utica 


Reciprocity 
Carl M. Metzger, Buffalo, Chairman 
Curtis R. Burnett, Newark 
J. C. Butler, Syracuse 
A. M. Calvin, St. Paul 
E. J. Cunningham, Boston 
Ralph G. Walker, Los Angeles 


Rural Development 
W. N. Armstrong, Rockford, Chairman 
E. B. Crawford, Chapel Hill 
F. P. G. Lattner, Des Moines 
L. R. Wheeler, Milwaukee 


Statistics 
Sherman D. Meech, Rochester, Chairman 
K. G. Campbell, Boston 
W. C. Conley, Detroit 
R. W. Jordan, Columbus 
H. V. Maybee, Wilmington 
A. B. Thompson, New York City 


Ward Service Plans for Low-Income Groups 
S. S. Goldwater, M.D., New York City, Chairman 
Robert O. Bonnell, Baltimore 
T. S. Gates, Jr., Philadelphia 
L. S. Greenleaf, Albany 
George Putnam, Boston 


Chairman Sets Example 

R. F. Cahalane, executive director of the Massa- 
chusetts Plan, and Chairman of the Public Edu- 
cation Committee, believes implicitly in the value 
of a good public education program. Under his 
direction, the Massachusetts Plan has made many 
contributions of an educational nature to the 
store of material in the Commission Office avail- 
able to all participating plans. The current Blue 
Cross poster is reproduced below. 


Blue Cross members are urged in this poster 
to protect their health and “cooperate with their 
Government in critical periods by keeping fit for 
work and service at all times.” 





Two employees of the Walworth Company (engaged in 
production of defense materials) are shown looking at the 
poster. Constance Bass, stenographer, and Bancroft Chick, 
electric welder, know Blue Cross values upside down and it 
= little to them that they are posed reading inverted 

Missouri Hospital Association Meeting 

Ray F. McCarthy was the banquet speaker at 
the Missouri State Hospital Association meeting 
in St. Louis on October 23, 1941. He declared 
that St. Louis was “grossly underbedded for 
proper hospital care” and cited figures to show 
that the present condition would not improve 
unless additional beds were provided. Mr. Mc- 
Carthy urged the construction of hospital units 
for convalescent patients as the logical and most 
economical means of meeting the present over- 
crowded hospital conditions. 


Panel speakers, Dr. R. O. Muether, St. Louis 
Medical Society; Maurice J. Norby, Hospital 
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Service Plan Commission; Charles G. Buffman, 
business man and hospital trustee, Louisiana, 
Missouri; Msgr. Leo J. Stick, Catholic Rural Life 
Conference; Carl F. Vohs, Missouri State Medical 
Association, addressed the group on the subject, 
“Voluntary Action in Health Security.” The 
panel agreed that voluntary rather than govern- 
ment action was the path of choice to health se- 
curity. But it was pointed out that the govern- 
ment was representative of the people, and that 
either as members of community organizations 
such as Blue Cross Plans or as directors of a 
democratic order, Americans would meet their 
health and hospital needs. 


ne ee 


Committee Speeds Kansas Development 


A meeting of residents of the State of Kansas 
who are interested in the organization of a Blue 
Cross Plan in that area was called on Novem- 
ber 11 by John R. Stone, manager of the Men- 
ninger Clinic and president of the Kansas State 
Hospital Association, in Topeka. Maurice J. Nor- 


_ by, research director for the Hospital Service Plan 


Commission, met with the group and discussed 
principles and organization of a Blue Cross Plan. 
The following committee was instructed to place 
the Plan in operation as soon as possible: John 
R. Stone, Chairman, Warren M. Crosby, Milo G. 
Sloo, M.D., John W. Repley, H. J. Andres, Doro- 
thy H. McMasters, Rev. Emil Duchene, Marlin G. 
Casey, Leo V. Turgeon, M.D., Clarence G. Munns, 
Sister Mary Fidelis, Zillah Leasure, Georgianna 
Smurthwaite, W. C. Dougherty, and Edward C. 
Adams. 
<sieeniaaliadeleeas 
Utilization Decreases 


An analysis of monthly hospital admissions and 
average membership in approved Blue Cross Plans 
reveals that the incidence of hospitalization 
among subscribers continued to decrease during 
the month of October 1941. This was the third 
consecutive month for which decreases were re- 
ported. The average number of admissions per 
participant year during October were 4 per cent 
less than the average for the first ten months of 
the year and 18 per cent less than the 1941 high 
which was experienced during the month of July. 


Approved plans which participate in the pro- 
gram of the Hospital Service Plan Commission 
have reported admissions and membership upon 
the close of business each month. Analyses and 
tabulations of this information have been dis- 
tributed to plans for use in the determination of 
trends and the comparison of the utilization 
among Plan subscribers. The data upon which 
these reports are based include 53,000,000 par- 
ticipant months of exposure and 480,000 admis- 
sions in 55 plans. 
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City Hospital Joins Plan 

The trustees of the City Hospital of Spring- 
field, Ohio, a municipal institution, recently voted 
to affiliate with the Hospital Care Corporation 
of Cincinnati in the provision of Blue Cross bene- 
fits to the residents of Springfield and Clark Coun- 
ties. This action is particularly significant be- 
cause the City Hospital, with a bed capacity of 
300, is the only registered general hospital in the 
immediate area and is open to full pay, part pay, 


and free patients. 
—_—_—_— 


Oklahoma State Hospital Association 

A paper entitled “Hospitals and Blue Cross Plans 
Serve the American People,” written by C. Rufus 
Rorem, was presented to the Oklahoma State 
Hospital Association at its opening session on 
November 13. The paper reported the present 
status of Blue Cross Plans throughout the coun- 
try and described the operation of a typical plan 
and its relationship to the hospital, the medical 
profession, and the public. It said, in part, 


“To understand the Blue Cross Plan as a 
present and future social program, one must 
recognize the necessity of maintaining high 
standards of professional service and per- 
sonal devotion in the care of the sick. 


“Both hospitals and Blue Cross Plans have 
been created from a fusion of the commu- 
nity’s economic resources and the profes- 
sional and social idealism of its leaders. They 
are interested in the orderly distribution of 
a high standard of necessary hospital service 
to persons who need such care. The story 
of hospitals and the story of group prepay- 
ment blend into a single narrative of hu- 
manitarian objectives and service.” 

Gidnimtilidibndad 


Record Enrollment 
What will go down as the largest single enroll- 
ment in the history of Blue Cross Plans, and one 
which is unlikely to be equalled again, has just 
been completed by Michigan Hospital Service with 
the enrollment of the General Motors Corpora- 
tion employees and their families. 


Ninety-eight thousand, or 81 per cent of the 
eligible employees of General Motors Corporation 
in Michigan, applied for the service under the 
Hospital Plan. Subscribers per contract applica- 
tion averaged 2.45, making a total of 240,000 sub- 
scriber members protected. 


“An interesting observation in this connec- 
tion,” commented John R. Mannix, director of 
Michigan Hospital Service, “is that the General 
Motors enrollment in itself is greater than the 
population of Omaha, Dayton, Fort Worth, Syra- 
cuse, Oslo (Norway), Plymouth (England) or 
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Helsinki (Finland). In fact, there are only 
thirty-seven cities in the United States with more 
population than the number of people protected 
in this single group,” he said. 


The Surgical Service contract of Michigan Med- 
ical Service, the doctor-sponsored plan, was also 
made available along with hospital care protec- 
tion. Enrollment for the combination services 
brings the total enrollment of Michigan Hospital 
Service to 780,000 and the total number pro- 
tected for surgical or full medical service through 
Michigan Medical Service to 410,000. 
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"Ink Cannot Tell the Story" 


A group of Blue Cross subscribers in Philadel- 
phia wished to pay tribute to the Associated Hos- 
pitals of Philadelphia on its third anniversary. 
Not an ordinary tribute of words in cold type, : 
but a warm testimonial of their appreciation of 
the plan’s service to them and to the commu- 
nity. Being the leading jewelry house in Phila- 
delphia, and having at finger’s touch shelf after 
shelf of jewels, what more natural than that they 
should use precious stones to tell the story. A 
spokesman for the firm said, “We profited by our 
recognition of the Plan’s birthday. After all, in 
a city of 350,000 Blue Cross subscribers, you can 
not even whisper ‘Blue Cross’ without perking up 
a lot of ears. We were pleased to create a win- 
dow display that had recognition value for about 
20 per cent of the population. The display was 
made of hundreds of diamonds and sapphires, 
and the number ‘1938’ and ‘1941’ were made of 
garnets.” 





A $30,000 Blue Cross rested on a round mirror in the win- 
dow of Bailey, Banks and Biddle, Philadelphia jewelers, to 
call attention to the Philadelphia “three-cents-a-day” hospital 
Plan’s third birthday. Chestnut Street shoppers also saw an 
enlarged Blue Cross in the background. 


Quotes 

“In addition to their social welfare laws which, 
provide hospital care for indigents, some twenty- 
nine states have passed enabling acts authorizing 
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the incorporation. of nonprofit hospital insurance 
plans. While such plans are purely voluntary 
and are privately supported, the acts permitting 
their establishment may be considered part of a 
general program of welfare legislation provid- 
ing care for the sick in low-income groups. Such 
plans, carefully regulated by legislation, should 
do much to protect persons who might otherwise 
be forced to accept public or private assistance 
in obtaining adequate hospital care.” 

From an address by Fred K. Hoehler, Director 

American Public Welfare Association 


of * * 


“INDUSTRIAL HEALTH PRACTICES,” a 
Report of a survey of 2064 Industrial Establish- 
ments, issued by the National Association of Man- 
ufacturers, conducted under the direction of Dr. 
*Victor G. Heiser, contains information of interest 
to all Plan directors. Acceptance of the hospital 
protection idea is shown by comparison of two 
percentages: twenty-six per cent of all plants in- 
clude the feature of employee hospital protection ; 
only 9 per cent of all plants maintain records of 
all illnesses and absences. About 99.7 per cent of 
replies agreed that a Factory Health Program 
was a paying proposition, stressing reductions in 
absenteeism, accident frequency, labor turnover, 
and an actual saving on compensation insurance 


premium. 
—_ 


Personnel 


Walter McBee, executive director of Group Hos- 
pital Service, Incorporated, of Texas, announces 
that Orrin Battle has accepted a position as as- 
sistant director of that plan and will be in charge 
of the office in Houston, in which area approxi- 
mately 30,000 people are enrolled. Mr. Battle 
was formerly manager of the Hospital Service 
Association of Baton Rouge. 

* * * 


N. D. Helland, enrollment manager, Associated 
Hospital Service, Inc., of Wisconsin, will be ex- 
ecutive director of Group Hospital Service of Okla- 
homa, beginning December 1. The Oklahoma Plan 
had a reported enrollment of about 16,000 par- 
ticipants as of October 1. The City Fathers of 
Tulsa will undoubtedly turn out to welcome the 
new Plan director, for recently they were all en- 
rolled in the Blue Cross Plan. The City Mayor, 
the City Attorney, the City Auditor and all the 
Commissioners stand firmly behind Mr. Helland. 


Robert M. Cunninghany Jr., promotion man- 
ager of Plan for Hospital Care, Chicago, left that 
organization on November 15 to become assistant 
editor of Hygeia, a monthly publication of the 
American Medical Association. 
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Blue Cross Anniversary 


“Hospitals and Blue Cross Plans Serve the 
American People,” was the theme of a luncheon 
jointly sponsored by Plan for Hospital Care, Chi- 
cago; the Hospital Service Plan Commission, and 
the Administrators Section of the Chicago Hos- 
pital Council. More than 100 persons attended 
the luncheon, which was held in the Palmer House 
on October 28. 


At the speakers’ table were J. Dewey Lutes, 
superintendent of Presbyterian Hospital, chair- 
man of the meeting, and Frederick L. McNally, 
president, Chicago Hospital Council; Dr. Jose 
Jacome Valderanna, president, Inter-American 
Hospital Association; Dr. James P. Simons, pres- 
ident, Chicago Medical Society; Dr. Malcolm T. 
MacEachern; Herman Smith, M.D.; Rev. John 
W. Barrett, Ernest I. Erickson, Arnold F. Emch, 
and E. E. Salisbury. 


The speakers were Clinton F. Smith, chairman 
of the Administrators Hospitals Section, and C. 
Rufus Rorem, director, Hospital Service Plan 
Commission. 

Tribute was paid to Frank A. Deniston, ex- 
ecutive director, Plan for Hospital Care, by both 
speakers. Clinton F. Smith, chairman, thanked 
him for the spirit of cooperation which aided in 
the solution of hospital and Plan problems, and 
spoke appreciatively of the contribution made 
by the local Blue Cross Plan to public health and 
hospital finances. Mr. Rorem discussed the de- 
velopment of the “Unit System” originated by 
the Chicago Plan and now being adopted by 
many of the Blue Cross Plans throughout the 
country. 

Nationally, the entire week beginning October 
27 was celebrated in some measure by about thirty 
plans, according to reports and newspaper stories 
reaching the Commission Office. In New York 
City on Monday, Dr. S. S. Goldwater addressed 
the Nation, over the Mutual Broadcasting Sys- 
tem, on the subject “Health Is Defense Item No. 
1.” The address was available through all Mu- 
tual outlets, and in some, where time contracts 
were in conflict, the address was re-broadcast at 
a later hour. Radio stations also cooperated by 
granting time for Blue Cross Program No. 2 
electrical transcriptions. Newspaper clippings 
from thirty Plans range from half-page picture 
features to minute squibs. The Cincinnati Post 
carried an interesting picture series on Hospital 
Service Day, the illustrative matter highlighting 
Plan benefits and services offered by The Hos- 
pital Care Corporation, Cincinnati, Ohio. 

Several Plans did not participate in the Anni- 
versary program because of the fact that they 
had made previous arrangements to celebrate lo- 
cally their own Plan birthdays. 
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Junior League Service in Hospitals 


MRS. RICHMOND F. MEYER 


the talents of the volunteers, and insure a 

wider acknowledgment of their work. The 
additional pressure will boost the need for vol- 
unteers tremendously. A limited supply of nurses, 
the absorption of many workers into the de- 
fense industries, the absence of young men as 
chauffeurs, mechanics, etc., all create a need for 
the voluntary services of citizens. Hospitals will 
feel this pressure perhaps more than any other 
agency. 


Dex activities present a challenge to 


Although the Junior League has no national 
program for hospital service, the interest is so 
genuine and widespread that I can create for you 
a busy, truly national picture of hospital partici- 
pation. Out of 35,000 members of our 150 
Leagues, 10,500 of them work in hospitals or 
clinics. 


Qualifications of the Volunteers 


I cannot say too emphatically that the volun- 
teers must have the same feeling of faithfulness 
and responsibility that the paid worker feels. 
_ They must be interviewed, selected, and placed 
equally as carefully. 


Members of the Junior League are first well 
acquainted with the necessary attributes of a 
good volunteer—punctuality, reliability, a coop- 
erative attitude and a willingness to learn and 
follow orders. 


These volunteers assume the responsibility of 
appearing on the job on time, working to the 
best of their ability and training until the par- 
ticular task is done or the session over. An 
equally well trained substitute is provided in the 
case of a necessary absence. The responsibility 
is the volunteer’s, and, in no way, inconveniences 
the hospital. 


Underlying Principles of Junior League Philosophy 


I will discuss briefly two underlying principles 
of Junior League philosophy, the better to ac- 


Presented at the American Hospital Association Convention, 
Atlantic City, 1941. 
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quaint you with the calibre of our volunteer serv- 
ice, placement, and the other projects. 


Placement—Our theory of placement enters 
into all branches of our volunteer service—no- 
where more important than in hospitals. In each 
League, we have a chairman whose responsibility 
it is to interview all local agencies, including the 
hospital, to ascertain their needs, the amount of 
training they are equipped to give, and the de- 
gree of supervision the job is given. Then fol- 
lows the interviewing of each Junior League 
member who is then, in the light of her training, 
experience, and inclination, placed in the right 
job for her. Periodic check-ups are made with 
both the girl and the agency to maintain the ex- 
cellent standard that this implies. Adjustments 
can, in this way, be made tactfully, properly, and 
advantageously to both the worker and the em- 
ployer, as it were. 


I should like to underscore that good place- 
ment requires supervision and training for the 
best results. This is especially necessary in hos- 
pital participation. 


Everything learned by volunteers in perform- 
ing community services makes more useful, 
intelligent, practical citizens. The activities of 
volunteers teach young women their responsibil- 
ity and privilege in shaping the future of their 
city. Their work may be the means of caus- 
ing action to be taken that results in the raising 
of the level of their community health, housing, 
recreation, child development centers, hospital 
services, ete. 


They are also your intelligent, enlightened hos- 
pital boards of the future. 


All these can be accomplished by good place- 
ment. 








Projects—As for projects, the Junior League 
attaches a particular significance to them. As 
we mean it, a project is a demonstration of a 
much needed community service that is insti- 
gated by the League and financially backed by it, 
until its proven worth causes it to be taken over 
by the proper agency, whether it be a private 
one, a community supported one, or one of the 
city, county, or state. A definite length of time 
for a fair demonstration is, of course, planned 
from the very beginning. 


An example is the services of a visiting nurse 
given for the period of one or two years until 
her worth is so clearly indicated that a visiting 
nurses’ association comes into being. Another 
is the services of a medical social worker in a 
hospital given until the advantages of this person 
in the follow up of patients and their after-care 
become so apparent to both the hospital and the 
community that both are willing to assume her 
financial support. 


There are many others like these. 
Our projects, at present, are: 


11 Occupational therapy 

6 Medical social workers 

4 Libraries 

3 Hostess service 

6 Equipping of special wards 
2 Shops in hospitals 


These projects, totaling 32, involve the sum 
of $185,000 since both the administrative and 
financial responsibility have been assumed. 


To speak again of service itself, I should like 
to mention again the 10,000 Junior League mem- 
bers, placed, trained, and carrying on hospital 
services. One thousand nine hundred and thirty- 
seven members are on boards and important com- 
mittees in hospitals. 


Supplementary Volunteer Service 


Perhaps there are some of you who are not 
too familiar with procedure of establishing sup- 
plementary volunteer services in your hospitals 
—or who are not entirely satisfied with the pres- 
ent arrangement. I should like to make a few 
suggestions toward that end—as well as list more 
departments in which volunteers may be of real 
service. 


Volunteers can be important assets to a hos- 
pital since they are in a position to interpret it 
to the community many times during the daily 
routine of their days. 


In the first place volunteers must be both 
needed and wanted. It is possible to build up a 
group slowly and soundly because one enthusias- 
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tic volunteer brings another just as a satisfied 
customer brings others to a shop. They should 
be enough of a unit to have a chairman who is 
directly responsible to the hospital superintend- 
ent or administrator. Sometimes the group is 
so large that a chairman of the day is necessary. 


In the Graduate Hospital of the University of 
Pennsylvania in Philadelphia, some three hun- 
dred women serve on lay committees working in 
and for each department of the hospital. In this 
hospital there is a paid director of volunteers. 
There they are especially concentrated in being 
ward and clinic aides and hostesses for the pri- 
vate pavilions and the wards. Mrs. Dudley Child, 
the director, with whom I have had recent cor- 
respondence, feels that it is a distinct advantage 
to have groups trained by the hospital as well 
as by the Red.Cross. The cooperation of the 
latter on courses is of great value, though. 


The work of the volunteers must be planned 
by both the chairman and the heads of the de- 
partments in which the volunteers are going to 
work. May I repeat that volunteers must be 
given the same thoughtful consideration in plac- 
ing as the paid personnel. 


Orientation Program 


An orientation program is a basic need. In 
some places a series of lectures is planned to take 
place each day of one week or three times a week 
for two weeks. Each department head is re- 
quested to lecture on or explain the functions of 
his particular department. Finally, summed up 
by the superintendent, the hospital has acquired 
a personality that will prove a firm background 
for the volunteer as she takes her place in the 
complex make-up of the hospital. 


Individual training of the volunteer on the job 
is done by the department head to whom she has 
been assigned. She generally does her work 
well in direct proportion to the amount of time 
spent in training and supervision. 


Uniforms or smocks are customarily worn to 
obliterate distinction between the paid and vol- 
unteer staffs in the eyes of the patients. 


To be a volunteer should be an honor based 
entirely upon performance. Ability to sign a 
large check, to be a member of a prominent fam- 
ily, or to be a friend is no assurance of a good 
volunteer. 


Emphasis should be placed on the confidential 
nature of almost all hospital departments. A 
volunteer’s integrity of service should be un- 
questioned. 


There are varied ways in which volunteers 
enter into the life of the hospitals. In Syracuse, 
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the Junior League assumes the responsibility of 
giving or rather arranging for the necessary 
training courses for all volunteers used there. 


In Los Angeles, volunteers are feeding crippled 
children in frames, answering telephones, taking 
doctors’ notes, and assisting in clinics. 


In a Middle West League, several children of 
high school age are taught by League members. 
There is perhaps more teaching among the 
younger ones. In both cases the children are 
assured of being on their grade level when they 
return to school after weeks or months of illness 
and convalescence. 


In the Orange Memorial Hospital there is a 
large response. Laboratory assistants enter a 
highly specialized field there and are invaluable 
aides. Frequently, there are publicity aides who 
write feature stories for newspapers and assist 
with other publicity. 


Duties Turned Over to Volunteer Groups 


I have here a rather complete list of depart- 
ments and the specified duties that are most fre- 
quently turned over to the volunteer group: 


At the Reception Desk 
Issue passes to visitors 
Direct or guide visitors within the hospital 
Give information about visiting hours, transit 
routes, and other pertinent matters 


In the Clinics 


Operate an appointment system for patients 
Escort patients referred to other clinics 

Give clerical assistance to the clinic supervisor 
Weigh and measure children 





On the Wards 


Care for flowers and plants 

Read to patients and write letters for them 

Perform messenger service for patients 

Escort patients to other hospital departments such 
as x-ray, physiotherapy, and gardens 

Organize limited play service for convalescent 
children 


In the Patients’ Library 


Catalog books 
Review books 
Distribute magazines and books to patients 
Inaugurate a patients’ library if none exists 


In the Occupational Therapy Department 


Collect wanted materials 
Assist the chief therapist in arranging sales for 
articles 
In the Supply Room 


Make surgical dressings 
Roll binders 
Fold towels, napkins, paper bags 
Make layettes, hospital gowns, bathrobes 
Mend linen and hospital gowns 
Garden Service 
Take responsibility for window boxes, gardens on 
grounds, gardens on roof 


Motor Service 
Supply transportation for physically handicapped 
clinic patients 
In Funds 
Establish and maintain a hospital gift shop 
Manage a thrift shop or rummage sales 
Ten thousand young women of the Junior 
League are performing these services willingly, 
voluntarily, and thoughtfully. 








Colorado Hospital Association 


The Colorado Hospital Association held its an- 
nual meeting on November 13, at the Cosmopoli- 
tan Hotel in Denver, under the presidency of 
Frank J. Walter. 


Mr. Walter and Dr. B. B. Jaffa arranged an. 
interesting program for the convention. The 
theme of the morning session was “Priorities and 
Hospital Supplies.” Walter G. Christie presided 
over this session and John F. Latcham, Hubert 
Hughes, and V. L. Board presented papers. The 
theme of the afternoon session was “Personnel 
Problems.” Dr. Herbert A. Black presided over 
this session and Esther Ratliff, Dr. Maurice H. 
Rees, and Roy Anderson presented papers. The 
annual banquet was presided over by Frank J. 
Walter, and John D. McLucas, analyst of the 
Office of Defense Health and Welfare Services, 
delivered an address on “Health and Welfare 
Program in National Defense.” 


December, 1941 


Dr. Maurice H. Rees succeeded Frank J. Wal- 
ter as president of the Colorado Hospital Asso- 
ciation for 1942, and other officers elected were: 

President-Elect—Hubert W. Hughes, Denver 

Vice-President—William S. McNary, Denver 

Treasurer—DeMoss Taliaferro, Denver 

Executive Secretary—Dr. B. B. Jaffa, Denver 

Editor—John F. Latcham, Denver 


Trustees—Msgr. John R. Mulroy, Dr. Theo- 
dore L. Williams, Roy Anderson, Dr. Samuel 
S. Golden, Dr. Herbert A. Black, Frank J. 
Walter 


Delegate to American Hospital Association 
Convention—Dr. Herbert A. Black, Pueblo 


Alternate to American Hospital Association 
Convention—John F. Latcham, Denver 
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Development of a Physical Therapy Department 


ARTHUR L. WATKINS, M.D. 


apy departments in a general hospital is only 

beginning to be fully recognized. Experi- 
ence has shown, however, that the length of pa- 
tients’ disabilities may be shortened and suffer- 
ing relieved substantially by these methods of 
treatment. The national defense program has 
revealed a great shortage of trained technicians 
and physicians in physical medicine. Civilian hos- 
pitals are being called upon as training centers 
and the development or expansion of physical 
therapy departments may be expected at this 
time. At the Massachusetts General Hospital a 
new department of physical therapy has recently 
been developed both as to physical plant and 
personnel. The plans for construction and or- 
ganization of this department were evolved after 
a year of study and observation of similar de- 
partments in other parts of the country. It is 
felt that a report of our experiences in building 
and running this department may be of value to 
others considering remodeling and enlarging their 
physical therapy department at this time. 


Tx value of physical and occupational ther- 


Construction 


The amount of space needed by a physical ther- 
apy department is dependent on the number of 
hospital beds and the type of cases admitted. 
Traumatic and orthopedic conditions require more 
physical measures in treatment than patients on 
general medical and surgical wards. Room for 
expansion should be provided as the number of 
cases treated will probably be doubled quickly. 
The location should be central so that the depart- 
ment is easily accessible for wheel chairs and 
litters from the wards and should allow for good 
ventilation and light not to be found in a base- 
ment. It is highly advantageous to have the oc- 
cupational therapy department adjacent as the 
same patients are frequently treated in both de- 
partments and the progression of treatment may 
be carried on smoothly from the use of heat and 
massage at first to exercise and shop work later. 


At the Massachusetts General Hospital there 
happened to be available the second floor of a cen- 
trally located building formerly used as a dining 
room and kitchen. Although an old building, we 
have found definite advantages in the high ceil- 
ings and large windows well above floor level, as 
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light and ventilation are greatly enhanced. This 
is particularly appreciated in the summer months 
when heat lamps are in use and by those doing 
shop work. The only disadvantage is the in- 
creased cost of installing high partitions. 

The floor plan as illustrated is self-explanatory, 
but special points of interest are not shown. The 
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hydrotherapy area has a waterproof, drained 
slate floor and tile walls of the old kitchen 
with hot and cold water pipes already conven- 
iently located. The occupational therapy room 
is in the sunniest corner, as ample light is needed 
for shop work. The larger areas and offices are 
separated by ceiling high partitions, but the 
treatment cubicle walls are only seven feet high 
with draw curtains in front. This secures enough 
privacy, however, to treat male and female pa- 
tients at the same time as the cubicles are large 
enough for dressing. The class room is adaptable 
for use as an overflow treatment room. The 
electrical wiring plan is not shown, but requires 
careful consideration as radiant heat lamps, dia- 
thermy machines and ultraviolet lamps require 
special high amperage circuits. A call system 
is used in the general treatment room with a 
cord pull and light in each cubicle and a central 
buzzer. Small table bells are used in the hydro- 
therapy section and private treatment rooms. 


Equipment 


Standard therapeutic apparatus is used as 
approved by the Council on Physical Therapy 
of the American Medical Association. For ther- 
motherapy luminous and infra-red lamps, short- 
wave diathermy, conventional diathermy, melted 
paraffin wax and whirlpool baths are used. Mer- 
cury quartz lamps are available for local and 
general ultraviolet therapy. A simple generator 
providing galvanic, 60 cycle alternating current 
and surging galvanic and sinusoidal currents is 
used for diagnosis and treatment of nerve in- 
juries and for iontophoresis. The Hubbard tub, 
whirlpool, contrast and paraffin baths are of 
stainless steel construction. The cost was greatly 
reduced by using low pressure (five pounds) com- 
pressed air for agitation in the whirlpool baths 
which eliminates the necessity of thermostatic 
valves and continuous flow of hot water. Local 
carpenters were called on to construct walkers, 
shoulder wheels, practice stairs and other appli- 
ances for mechanotherapy. 


Personnel 


The success of a physical therapy department 
is dependent more on the individuals in the de- 
partment than the equipment. The responsibility 
for treatment resides with the medical director 
who is on the full time hospital staff. He devotes 





Summary of Treatments Given During Six Months 


Per cent 
Therapeutic exercise .............. 9421 37.8 
RU CRETIAE GARE caxc bra: teyo- 3: Wie '014 S20'a as routes 5410 21.8 
MBRGR Oe reco. ce sed warren ed Soe Sei wees 5350 21.5 
HIVGROCNOPADU. s.2 5 sca so be cice oceeees 1797 7.3 
EE 5 ve tka in esd ees FieeeNs 1200 4.9 
ERD ONEII Soo Srsse or Neti A eons ake was 1172 4.7 
Electrical stimulation or iontophoresis 484 2.0 
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Physical therapy general treatment room 


his time to examining and prescribing for the 
patients referred from the hospital wards, out- 
patient department and private sections. In ad- 
dition research studies are carried on in coopera- 
tion with the different specialties using physical 
therapy. The principles and applications of 
physical medicine are taught by him to the stu- 
dent nurses, physical therapy technicians in 
training and medical students. The director is 
available for consultation on the wards, he has a 
reference library in physical medicine and is ex- 
pected to answer the questions of the hospital staff 
concerning new methods of treatment. The tech- 
nical staff consists of a supervisor, six assistants, 
a secretary, maid and student technicians. In 
the occupational therapy department there is a 
supervisor, two assistants, and students. The aim 
of the physical therapy department is to have all 
technicians certified by the American Registry 
of Physical Therapy Technicians. 


Organization 


The department is open from 8:30 a. m. to 
5:00 p. m. daily except Saturday afternoon and 
Sunday, on an appointment basis. Patients are 
accepted only upon referral from some other de- 
partment with recommendations for treatment 




















Treatment cubicle. Note radiant heat lamp, bell cord, and 
electric timing clock 
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written, on a special card by the referring physi- 
cian. Each patient is seen by the director who 
writes the details of treatment on a special sheet 
which is incorporated in the permanent hospital 
record. Progress is noted by the technician and 
director on the same sheet and is checked by the 
referring clinic at regular intervals. If a ques- 
tion arises as to the type of treatment final de- 
cision rests with the director who may refuse 
treatment when so indicated in his opinion. Each 
new patient in the hospital or out-patient de- 
partment is assigned to a technician who follows 
through the full course of therapy. There are 
only two basic charges, one price for any single 
modality and another for any combination of 
modalities. A percentage of this charge is paid 
according to the patient’s financial status as 
determined by the administrative officers and all 
collections are made through the general hos- 
pital cashier. 





Hubbard bath. Note compressed air agitators, horizontal 
shower table, litter movable on overhead pulley and cross- 
beam 


Comment 


The growth and increasing usefulness of a 
physical therapy department is dependent upon 
an increasing number of referring physicians who 
become aware of what kind of treatment may 
be given and what results may be expected. 
This usually calls for some sort of educational 
plan for the hospital staff. We have attempted 
this by means of talks by the director to the 
visiting staff in the various departmental groups 
such as general medicine and surgery, neurology, 
arthritic clinic, fracture clinic, etc. The house 
officers and residents are given an informal lec- 
ture and demonstration in the department. Close 
contact between the physical therapy department 
and other clinics is maintained by the attendance 
of the director at weekly staff meetings of the 
various clinics where there is discussion of the 
problems of treatment. 

We have experienced a rapid increase in de- 
mand for physical therapy during the first six 
months, 1395 treatments were given the first 
month and 2311 the sixth month, an increase of 
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Arm whirlpool bath. Manual mixing of hot and cold water 
with thermometer in pipe, compressed air agitation 


87 per cent. The orthopedic department referred 
45.3 per cent of the new cases including ward 
and clinic patients. The percentage of cases 
from the other departments were as follows: 
private patients, 16; dermatology, 9.3; surgery, 
4.8; eye and ear, 1.3; psychiatry, 0.5. The fre- 
quency of use of the different types of treatment 
available may be of some interest. The total 
number of treatments for six months have been 
summarized in tabular form. Attention is drawn 
to the fact that the more complicated and ex- 
pensive electrotherapy such as diathermy, ultra- 
violet irradiation and use of low frequency cur- 
rents made up approximately only ten per cent 
of the total treatments. 


The main expenses in the running of the de- 
partment are the salaries of the director and 
technical staff. The laundry, repairs, and sup- 
plies may be kept at a minimum by careful use. 
Due to the increase in the number of treatments 
with little increase in costs our average monthly 
deficit was decreased from five hundred sixty- 
one dollars for the first two months, to seventy- 
six dollars for the sixth, seventh, and eighth 
months. 


Changes and improvements are to be expected 
constantly. A fever therapy department should 
be developed, perhaps hypothermia as well. An 
increase in the medical staff is hoped for so that 
residents or house officers may rotate through 
the physical therapy department as part of their 
training. There are also abundant opportunities 
for study if research fellowships can be made 
available. Other changes may result from the 
discovery of. new means of therapy. 





Occupational therapy 
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Courses in Modern Methods for Graduate Nurses 


Returning to the Nursing Field 


° MARY BURR 


fresher course for inactive graduate nurses. 

Those who are giving the courses and those 
who are taking them. This is a simple and ob- 
vious fact but too often we consider any such 
program from the point of view of one of these 
groups only and so our thinking becomes unrea- 
sonable and unsound. To avoid this, let us care- 
fully consider both groups in this discussion. If 
we can answer debatable questions from the point 
of view of both, we can decide whether or not the 
refresher course for inactive graduate nurses is 
worth while. 


T zee are two parties to any plan for re- 


Planning Refresher Courses 


First, let us consider why such courses are being 
planned. From the viewpoint of the hospital 
are they valuable in the present emergency? 
Nursing of a professional nature is a vital part 
of any good hospital program. It cannot be re- 
placed by the subsidiary worker, however valu- 
able such workers are in the hospital plan. When 
an emergency need calls for an increase or a re- 
distribution of professional nurses then the only 
answer is more nurses to fill that need. 


The process of producing such additional nurs- 
ing power by the education of student nurses is 
a slow one. Three years is now the accepted 
minimum time for this education. Two and a 
half years—that is the release of senior stu- 
dents six months ahead of expected graduation 
—is possible but provision for the safeguarding 
of the professional status of students thus pre- 
maturely released is a grave problem. Unless 
the standing in the future is so secured we are 
exploiting our younger nurses in a shameful way. 
In either of these cases, assuming that all young 
graduates are well educated and properly pro- 
tected, we can scarcely wait even two and a half 
years to care for a need that is immediate. And 
if we could—remember emergencies do pass— 
Shall we later face an over expansion of our nurs- 
ing profession, beyond the non-emergency need? 
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This is a very real danger, a danger that became 
a fearful actuality in the past. 


Think back to the situation of the nineteen 
twenties. There was then an over-expansion of 
schools beyond their capacity to educate nurses 
on a professional basis, and too few jobs for 
nurses even though their professional standing 
was good. The emergency demand may again 
create a pressure too strong for control and the 
standards of nursing education be lowered; a set- 
back which reacts as unfavorably upon the med- 
ical care and the hospitals that are the median 
by which that care is dispensed to the public, as 
it does upon the profession itself. In no case can 
producer and consumer be isolated from each 
other. In the case of nurses such isolation is an 
absolute impossibility. 


Increasing the Number of Graduate Nurses 


There is an opportunity for a legitimate in- 
crease in numbers of graduate nurses. The in- 
creased health consciousness of the public, the 
newly recognized value of health in terms of 
dollars and cents in industrial fields and the ex- 
pansion of public health nursing are examples of 
the need. On January 1, 1937, there were 19,939 
public health nurses in the United States. On 
January 1, 1940, there were 23,705. The hos- 
pital field is also expanding. As schools of nurs- 
ing become increasingly aware of their function 
of education the demand for positions on gen- 
eral duty in the wards of hospitals connected 
with schools of nursing is increasing. Between 
January, 1935, and January, 1938, their numbers 
were increased by 6000. The eight hour day for 
nurses is more prevalent. Schools should and 
must expand to meet the additional demand but 
only in proportion to the need. 





Our Present Situation 


This brings us back to our present situation. 
The enrollment of nurses in our army and navy 
today produces a real emergency need. There 
are now about 7000 and this number will be in- 
creased before the year is over. The horrible 
aftermath of war, whether or not that war di- 
rectly involves us, will call for additional num- 
bers of our nurses. This represents another 
emergency need. From the rank and file of our 
active nursing group, from the hospital wards, 
as well as divers other active fields the shift of 
nurses must come. The gap is wide and must be 
quickly filled. You all know the need, for each 
individual hospital has felt it. To meet this de- 
mand without lowering professional standards, 
inactive graduate nurses may be our salvation. 
We have here a potential reinforcement from 
thousands of women who have been educated in 
the profession, who are eligible for registration 
and who for one reason or another are no longer 
practicing as nurses. Many among them cannot 
respond of course. But many will, and they will 
respond, not because of the economic necessity 
but because of a desire to fulfill the obligation 
that they recognize—to serve in a national emer- 
gency, to serve their country and their profes- 
sion while it needs them for the duration of the 
emergency. This is one of their peculiar values 
to the nursing profession; to form a group of re- 
serve forces for the time of need only. 


Preparing the Inactive Graduate Nurse for 
New Treatments and New Nursing Methods 


But many of these women have not been in 
active nursing for at least ten years, some for a 
much longer period. One forgets much of the 
nursing skills in ten years’ time. Moreover, med- 
ical science has made tremendous strides; there 
are new treatments, new methods and new un- 
derstanding of disease, and, what is more diffi- 
cult to assimilate, new ways of doing old things. 
The nurse who has been long inactive has much 
to learn. Classroom instruction is needed, and 
a carefully planned and supervised experience in 
practicing nursing skills in the care of the pa- 
tient. Not only is it essential to renew nursing 
technics and to provide a background of under- 
standing for the problems of modern nursing 
but also to build assurance and self confidence 
without which no one works efficiently. This 
must be done in any case where inactive nurses 
return to duty. It can be done haphazardly after 
the nurse is employed, with the additional ex- 
pense to the hospital which is always incurred 
by inefficient workers—and the best nurse who 
has been long out of the field is a more or less 
inefficient worker until she has learned her old 
profession, or it may be done systematically and 
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efficiently by a program of a planned refresher 
course that is designed for re-education. Such 
courses, properly planned and executed, can be 
arranged with a small initial cost, an output that 
is greatly overshadowed by the avoidance of the 
financial waste produced by inefficiency and by 
less tangible assets to the hospital in the dis- 
charge of its obligations to the public and to the 
medical and nursing professions. 


Two Groups of Inactive Nurses 


What about the nurses who are to take the 
courses? What value does it have for them? Are 
they available? Their availability depends of 
course upon the value this plan holds for them. 
Our work in planning refresher courses has 
shown two groups to be ready to enroll. The 
first group consists of those who feel eager in 
this time of national crisis to participate in the 
defense program. They realize that as profes- 
sional nurses they can be of particular service, 
as they have a background of preparation to fill 
a very real need. They have a special contribu- 
tion to make and are ready to make it. As they 
realize the importance of their contribution their 
numbers will increase. 


There is a second group who, previously re- 
tired from active work, now feel the need, from 
unforeseen economic pressure, to resume their 
profession as a means of livelihood. While the 
refresher course is not designed primarily for 
this group, nevertheless, it is a means of fulfilling 
a professional obligation to our older members 
who have a financial need as well as zeal for serv- 
ice as a motive for enrollment. This group need 
not be feared as a dangerous factor in overpro- 
duction. Their number are not great, and their 
years of service are more limited for physical 
reasons than those of the young graduate. They 
need the opportunity that these courses are of- 
fering; it is our chance to help them while we 
help ourselves. 


The hospital has no right, however, to offer re- 
fresher courses which are not soundly educa- 
tional. It has no right, to utilize the members 
of a “refresher” group to take the place of regu- 
lar staff nurses. The period should be considered 
as one in which the hospital offers special oppor- 
tunities for learning through experience in prep- 
aration for future need—not for immediate nurs- 
ing service during these periods of re-education. 
If some service is rendered, as of course it will 
be, this must be regarded as incidental and sec- 
ondary to the educative process. Only thus can 
the danger of exploitation of the nurses be 
avoided. 

Needs Peculiar to the Inactive Group 


The needs peculiar to this group are quite dif- 
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ferent from those of the student nurse, or of the 
postgraduate. A special orientation is required. 
Special demonstrations and careful supervision of 
practice are needed. Lectures, discussion pe- 
riods, and conferences on recent developments are 
important; but with a basic knowledge upon 
which to build, this is a different problem than 
first teaching. Moreover, there is the psycholog- 
ical aspect which must be kept in mind. The 
group is older and older students are really afraid 
of youth. They are troubled if by comparison 
they seem to be outstripped by their juniors. 
This is particularly true at first and they need 
to have their own classes and to be permitted to 
demonstrate to themselves the ability to hold 
their own with the younger nurses. They will 
show it, and as confidence is gained there can be 
a definite place for the inclusion of short units 
designed for and given in conjunction with the 
student nurses. 


The brief program, however, makes it very 
necessary that almost all instruction be consid- 
ered to fit into the shorter period. Various plans 
for organization and control have been tried 
throughout the country. Let us take New York 
State as a concrete example. The League of 
Nursing Education has set up minimum stand- 
ards and has made systematic efforts to encour- 
age refresher courses that meet these require- 
ments. All enrolled nurses who successfully com- 
plete the course are granted a certificate from 
the New York State League to that effect. 


Minimum Requirements for the Applicant 


The minimum requirements for the applicant 
to a League refresher course are three—good 
health; graduation from an approved school of 
nursing; and eligibility for registration in New 
York State. In addition the applicant must meet 
any special requirement set up by the school to 
which she applies. In return she is expected to 
be ready to serve in emergency need, either full 
time or part time, as a civilian nurse. While em- 
ployment is not assured, there is the expectation 
that such service will be on a salary basis. Nurses 
called to replace those needed in Army service, 
for instance, will surely be entitled to such com- 
pensation as the vacated position entails. Such 
reserve people, however, must understand that a 
nurse volunteering for Government service should 
have the right to resume her old position if she 
wishes to do so, after her period with the Gov- 
ernment has expired. The substitute or replace- 
ment nurse is expected to relinquish her job when 
the regular employee is ready to return. The 
“refresher” nurse who is serving only for the 
emergency will be ready and probably glad to 
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return to her private life, which has been inter- 
rupted by the national crisis. 


Minimum Requirements for the School 


The minimum requirements for the school are 
more difficult to define concisely. The New York 
State Committee has set up the following: The 
hospital must have an active medical and sur- 
gical service with sufficient opportunity for varied 
experience. A supervisor must be appointed to 
have charge of the group and be responsible for 
their program. There must be a definite plan of 
instruction, including at least 15 hours of dem- 
onstration of nursing procedure, 15 hours of clin- 
ical instruction and 10 hours of materia medica 
and of the technique of surgical dressings. There 
must be a minimum total of 400 hours in the 
course, including instruction and directed experi- 
ence. The division of time is left to the individ- 
ual school, but the 48 hour week is considered the 
maximum. The expected program is a 40 hour 
week leaving Saturday and Sunday free. A per- 
manent record must be kept for each nurse and 
some evaluation made of her work. This pro- 
gram has been working well. By July first the 
New York State League had issued ninety-eight 
certificates to nurses successfully completing ap- 
proved refresher courses, and of this group many 
have been utilized to fill vacated positions in their 
local areas throughout the state. 


The graduates completing these refresher 
courses have made an excellent record. They 
have proved to be dependable and efficient and 
have more than justified the confidence of those 
who accepted them. The comments of the mem- 
bers of the courses are also interesting. The 
majority have enjoyed the work very much. The 
patients seem to them more intelligent about 
health and better able to cooperate in a health 
program than those of ten or twenty years ago. 
These nurses are convinced that the extensive 
program of community health teaching is re- 
sponsible. They feel that the present hospital 
atmosphere is conducive to more wholesome doc- 
tor, nurse, and patient relationships and a better 
attack upon mutual medical problems. Of course 
the entire picture is not quite as rosy as this! 
There were those who were disgruntled. Those 
who bewailed the “good old days,” and occasion- 
ally one who apparently gained little by instruc- 
tion. These unavoidable misfits were few and in 
many cases eliminated themselves before the 
courses were really underway. 


Adapting the Re-Education Plan to the 
Present Emergency 


This plan for re-education could well be adapted 
to an emergency such as the one we are now facing 
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or a similar one which could be foreseen in ad- 
vance. It is not a practical method to continue 
on a large scale as a routine precautionary meas- 
ure. However, it does seem feasible to continue 
it in a small way to meet the need of the second 
group of applicants referred to earlier in this 
paper. Occasional courses of this nature planned 
on an educational basis should be available to 
those retired members in good professional stand- 
ing who desire to re-enter the active nursing field 
for self support. In nursing, a mature viewpoint 
and experience in living are definite professional 
assets too often ignored. They make for social 
understanding and responsibility. No academic 
course or teaching in technical skills can take 
their place. We believe that the valuable con- 
tribution of those who have completed the re- 


fresher courses will demonstrate this fact force- 
fully. This experiment should pave the way for 
a solution to the ever present problem of the 
older nurse who needs to resume her professional 
work for her own personal reasons. In any case 
these courses can help us to meet a grave nursing 
emergency without hysterical over-expansion of 
our numbers with the after results of wide spread 
nursing unemployment and of reduced standards 
of nursing education. The country, the hospi- 
tals and the nurse stand to collect substantial 
dividends for the time and money so expended. 
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Advisory Committees to Corps-Area 
Surgeons 

In accordance with a request from Major Gen- 
eral James C. Magee, Surgeon General of the 
United States Army, for “Advisory Committees 
to the Corps-Area Surgeons,” a committee for 
each of the nine Army Corps Areas and each com- 
mittee to have three members, one representative 
each for the American Hospital Association, the 
Association of American Medical Colleges, and 
the American Medical Association, Dr. Basil C. 
MacLean, president of the American Hospital 
Association, has appointed the following members 
for each of the corps areas: 
Corps-Area No. 


1 Nathaniel W. Faxon, M.D., Director, 
Massachusetts General Hospital, Bos- 
ton, Massachusetts 

2 Claude W. Munger, M.D., Director, St. 
Luke’s Hospital, 421 West 113th Street, 
New York, New York 

3 Winford H. Smith, M.D., Director, 
Johns Hopkins Hospital, Baltimore, 
Maryland 

4 J. Moss Beeler, M.D., Superintendent, 
Grady Memorial Hospital, Atlanta, 
Georgia 

5 Robert H. Bishop, Jr., M.D., Medical 
Director, University Hospitals of Cleve- 
land, 2065 Adelbert Road, Cleveland, 
Ohio 

6 Joseph G. Norby, Superintendent, Co- 
lumbia Hospital, Milwaukee, Wisconsin. 

7 Robert E. Neff, Administrator, State 
University of Iowa Hospitals, Iowa 
City, Iowa 

8 Frank J. Walter, Superintendent, St. 
Luke’s Hospital, Denver, Colorado 
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9 Benjamin W. Black, M.D., Medical Di- 
rector, Alameda County Institutions, 
2701 Fourteenth Avenue, Oakland, Cal- 
ifornia. 





The Graduate Course in Hospital 
Administration 


The Graduate Course in Hospital Administra- 
tion, sponsored by the University of Chicago and 
the American College of Hospital Administrators, 
enrolled its eighth year class for 1941-1942 with 
the following students: 


H. Allan Barth, Iowa City, Iowa, University of 
Iowa, B.S., 1941 


Ernest L. Bliss, New Orleans, Louisiana; Tu- 
lane University, B.B.A., 1939 


Charles E. Burbridge, New Orleans, Louisiana; 
Talladega College, B.A., 1931 


Richard Highsmith, Berkeley, California; Uni- 
versity of Southern California, B.S., 1937 


Polly Hunt, Stamford, Connecticut; Smith Col- 
lege, B.A., 1935 


Sidney Liswood, New York City; College of the 
City of New York, B.B.A., 1941 


Andrew Pattullo, Omaha, Nebraska; University 
of Nebraska, B.S.B.A., 1941 


James L. Sexton, Ventura, California; Univer- 
sity of Southern California, B.A., 1936; M.B.A., 
1940 


C. Robert Youngquist, Minneapolis, Minnesota; 
Augustana College, A.B., 1940 


Funds for the course are made available by the 
Commonwealth Fund, New York City, through 
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of alcohol studies were undertaken to deter- 
mine: 


1 The amount of ethanol (ethyl alcohol) 
used by hospitals per patient per year 


[: VIEW of the limitations placed on supplies 


2 The available substitutes for ethanol 


Reports from twenty-one general hospitals in- 
dicated the use of from 1.04.to 12.1 wine gallons 
of ethanol with an average of 5.97 gallons per 
patient per year. 


Studies of the distribution indicated use by 
different departments as follows: 


Maximum Minimum Average 


Lg Cl (Aen eee 6.0 0.21 1.97 
Operating and Delivery 

a ee eae 5.27 0.42 2.83 
ONO | OR a ree 5.7 0.93 2.8 
TAMDOLALOES 5.6006 5c ele 2.82 0.4 1.35 


There are two principal sources of ethanol, 
grain and molasses. Both have the same formula 
but that made from molasses has an odor which 
is distinctive and which renders it less suitable 
for internal use. Corn at present prices costs 
about seventy cents per bushel and one bushel 
produces about two and one-half gallons of 
alcohol, giving a raw material cost of about 
twenty-eight cents per gallon, as compared to 
about six cents per gallon for the two and one- 
half gallons of molasses required to make one 
gallon of alcohol or a raw material cost of fif- 
teen cents per gallon. Likewise, the process 
of making alcohol from grain is more expensive 
than from molasses. For these reasons the sales 
price of grain alcohol is never less than twenty 
cents per gallon more than that of the molasses 
alcohol and may be as much as forty cents more. 


The rigid regulations surrounding the securing 
of ethanol tax free and the difficulties of safe- 
guarding it against improper diversion have led 
to a search for substitutes. The most accepted 
substitute so far used is isopropanol (isopropyl 
alcohol). 


The commercial source of isopropanol is the 
byproduct gases developed during the cracking 
process of making gasoline. The plant for mak- 
ing the isopropanol (and other products) is lo- 
cated in close proximity to the cracking plant and 
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the gases are piped direct from the one to the 
other, thus giving a minimum cost of manufac- 
ture. 


Since the isopropanol is nonpotable it is not 
under any internal revenue regulation and can 
be handled as simply as any other drug. 


Improved manufacturing processes have de- 
creased the odor until it is not particularly no- 
ticeable and it is a satisfactory substitute for 
ethanol for almost all external uses. 


One investigator considers isopropanol a com- 
plete substitute for ethanol in all surgical pro- 
cedures including skin disinfection. Another 
rates thirty per cent isopranol, first; sixty per 
cent ethanol, second; and sixty per cent methanol, 
third in disinfecting power, any of the three equal 
to 3.0 per cent phenol solution and greater than 
0.2 per cent mercuric chloride solution or five per 
cent formaldehyde solution. It has been found 
that germicidal action of all of these alcohols is 
much increased by the addition of one per cent 
of sodium hydroxide, potassium hydroxide, hy- 
drochloric acid, nitric acid or sulphuric acid. The 
Council of Pharmacy and Chemistry of the Amer- 
ican Medical Association recommends the use 
of isopropanol for disinfection of the skin, and 
hypodermic syringes and needles. 


Whitney and Franke* of the University of 
Michigan Hospitals report the satisfactory use 
of fifty per cent isopropanol for surgical prep- 
aration of hands and skin, but warn that when 
used for soaking instruments an antioxidant 
should be added to prevent rusting due to the 
large amount of water in the solution. Or the 
isopropanol may be used without dilution. 


In stains and reagents, the characteristics of 
isopropanol are so closely parallel to those of etha- 
nol that it may be substituted in such solutions 
as acid alcohol, guaiac, benzidine, carbol-fuch- 
sine, alkaline methylene blue, methylrosaniline, 
ete. For general solvent and detergent purposes 
in the laboratory anhydrous isopropanol is pre- 
ferred. 


Other suggested uses are in tincture of green 
soap, back and skin lotions, scalp tonics, chloro- 
form liniment, benzoin, tinctures for external 

*Isopropyl Alcohol; Harvey A. K. Whitney and Don E. 


Franke. Bulletin of the National Formulary Committee, Sep- 
tember, 1940, page 387. 





95 








use, as a dehydrating agent, an antifreeze, a sol- 
vent for insecticides, preservation of museum 
specimens, rinsing of glassware, etc. 


The prices of ethanol (molasses type) and of 
isopropanol are comparable but the final cost of 
use is less for isopropanol on account of the 
greater dilution in which isopropanol is equally 
effective as a germicide, and due to the fact that 
it cannot be diverted for beverage purposes. 
Either ethanol or isopropanol, when used for dis- 
infection of instruments, for hand preparation, 
etc., can be recovered by filtration through a spe- 
cial filter pad, aged, and brought back to desired 
concentration. As an added precaution such al- 
cohol as is to be reused should be cultured. 


Under existing emergency conditions, there is 
some limitation on the supply of ethanol, espe- 
cially of that derived from grain. The prospects, 
however, are that this condition will improve 
rather than deteriorate. The Federal Govern- 
ment is said to have large stocks of corn derived 
from its crop loan program and to have offered 
these stocks to distillers on condition that they 
will convert their facilities from the making of 
whiskey to the making of ethanol. 


The simplicity and economy of the conversion 
of isopropanol into acetone in the manufacture 
of explosives have recently resulted in the virtual 
disappearance of isopropanol from the general 
market, at least temporarily. 


According to latest advices, the Government 
believes that all obtainable ethyl alcohol is 
urgently needed, and that the present price ceil- 
ings may be increased over existing levels. One 
of the leading producers of alcohol has been 
granted special permission to produce four mil- 
lion gallons of high-cost alcohol. This alcohol 
would be produced from raw sugar instead of the 
blackstrap molasses which, under ordinary con- 
ditions, is generally used but which is not now 
available. 


Every big producer of ethyl alcohol is operat- 
ing at full capacity, and plans are being made to 
release an enormous quantity of Government 
holdings of raw materials to alcohol producers 
to be converted into alcohol. If this action is 
taken it is altogether possible that there will be 
an increase of the supply of alcohol for purposes 
other than munition manufacture. 
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Emergency Room Records 


A very large proportion of the cases coming 
to the emergency department have the germs of 
legal action which may require the production of 
the records in court. 


For this reason all statements in the record 
should be clearly identified as to whether they 
are observed facts, opinion, or hearsay, and if 
hearsay the source should be identified. It is 
not enough to say that the accident occurred at 
a given time, at a given place, and in a given 
manner. All this information is from a legal stand- 
point hearsay and as such has no standing in 
court. The record should show who gave the in- 
formation in order that the facts may be estab- 
lished in court from original sources. This ap- 
plies to the social data such as name, age, address, 
marital status, etc., as well as to the circumstances 
of the accident. 


In the case of unconscious patients the name 
may be presumably determined by personal ar- 
ticles found in the pockets, but when so deter- 
mined the method of such determination should 
be recorded. In any case, it is a wise precaution 
to identify the record by taking the patient’s fin- 
gerprints directly on the record. This will defi- 
nitely identify the patient whatever the source 
of such other identification as is made. 


Much unfortunate publicity has occurred as a 
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result of missing articles of personal property and 
charges of delay in the institution of treatment. 
To avoid any question as to missing articles, every 
article of any value found in the possession of 
the unconscious or seriously injured patient 
should be listed, the list signed and witnessed, 
and the articles not turned back to the patient 
without a receipt, nor to a third party until his 
responsibility and right to them has been estab- 
lished. 


It must be realized that the patient, even if 
conscious, and the people bringing him in are 
likely to be in a very disturbed and excited state 
of mind. Minutes may seem like hours to them. 
Protection against claims of undue delay is best 
secured by time stamping each critical step in 
the progress of the patient—time of arrival, time 
first seen by a doctor, time of administration of 
first aid and time of removal from the emergency 
department. 


For purposes of authentication, all records of 
observations, treatment or orders should be ini- 
tialed by the doctor or nurse responsible for them. 


The recording of the emergency room data does 
not take a great deal of time once a systematic 
routine is established, and it will contribute much, 
both to the welfare of the patient and to the 
good name of the hospital. 
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Hospital Care Insurance and Hospital Financing 


ABRAHAM OSEROFF 


service plans occupy in the realm of hos- 

pital financing immediately brings for- 
ward as a primary consideration the fundamental 
relationship between such plans and their mem- 
ber hospitals. 


A DISCUSSION of the place which hospital 


If the term “nonprofit hospital service plans” 
is to carry the meaning originally intended, its 
interpretation must imply first, a program which 
emphasizes, beyond all other factors, the delivery 
of an essential service in time of need and second, 
in order to effect this program, an intimate and 
close integration between such plans and volun- 
tary hospitals, which, legally are corporations of 
a similar type. The hospital service plans aim to 
provide an economic equation through which the 
hospitals may deliver hospital service without 
undue economic burden to the recipients of such 
service. This brings into play the service contract 
as contrasted with cash indemnities provided by 
commercial insurance companies. 


A great weakness in the operation of many of 
our plans today, in their relationship to hospitals 
and to their subscribers, lies in the fact that the 
term “hospital service” does not always mean 
what it seems to say. We find too many limita- 
tions set up in defense of the fiscal soundness of 
the plan and the desire on the part of the plan 
to protect the member hospital so that the aver- 
age per diem rate may result in full payment to 
the hospital for service rendered to subscribers. 


Purpose of the Blue Cross Plans 


In the initiation of our hospital service plans 
under the aegis of the American Hospital Asso- 
ciation, it was our purpose to provide hospital 
service to the public through our voluntary hos- 
pitals in accordance with the need for such service 
as determined by the medical profession. Why 
then, the limitations and exclusions which have 
crept into our hospital service contracts and the 
regulations which guide hospitals in the services 
provided to hospital plan patients? Why have we 
built up in many of our plans, claim departments, 
even though called by other names, to limit ad- 
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missions or special services within the hospital 
while the patient is hospitalized? Why the lim- 
itations on the facilities of the hospital which we 
have always hoped will grow into the health and 
medical center of the area in which it operates? 
Have we been misled by commercial competition 
and loose thinking, to lay emphasis in the wrong 
places? 


Much of the complexity which surrounds the 
operation of our plans today, arises out of the 
fact that hospital service, meant to be complete 
hospital service, falls short of this definition. 


No Exclusions of Necessary Hospital Service 


Instead of emphasizing exclusions we must 
begin to emphasize again the proper inter-rela- 
tionship of plan, hospital, doctor, subscriber and 
patient. If we dread an all pervasive govern- 
mental program which would impede the great 
progress made by our voluntary hospitals in this 
nation, we must remember, at the same time, that 
a governmental program in all likelihood would 
tolerate no exclusions of necessary service. 


It is important that we attempt to retrace our 
steps toward the old simple formulae and devise 
a sound basis under which the hospital service 
contract will give to the patient all hospital 
services which, in the estimation of the attend- 
ing physician, are required by the patient. 


This is not as difficult as it sounds, if it is 
practical to hope for a closer relationship and 
complete understanding between member hospi- 
tals and their plans. 


The Hospital As the Silent Partner in the 
Service Plan 


While hospitals may rightfully expect efficient 
and sound operation on the part of the plan, the 
plan, in turn, may rightfully expect the hospital 
to be more than a silent partner in this under- 
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taking for the control of proper utilization by 
subscriber patients. It is to the ultimate practical 
benefit of hospital service plans, that their sub- 
scribers receive hospital care as needed and war- 
ranted. It should, however, be a readily accepted 
responsibility of the hospital, and through the 
administration and control of the hospital, of the 
medical staff serving in that hospital, to see to it 
that admissions are warranted by diagnosis and 
that the length of stay is warranted by the con- 
dition of the patient. It should lie within the 
realm of hospital responsibility to develop con- 
trols against abuse of special services by doctors 
and plan patients. If these points of control will 
be accepted as the responsibility of the hospital 
and its medical staff—if they will be maintained 
by the hospital in continuity, there need be no 
fear of an all inclusive subscriber’s contract. 
There need be no fear of any threat to the fiscal 
soundness of our hospital service plans. The key 
lies altogether in the hands of hospital admin- 
istration, hospital trustees, and medical staffs. 


Historical Perspective 


Perhaps the picture may be clearer if we look 
upon it in historical perspective. 


During the decade preceding 1929 the volun- 
tary hospitals of this country went through a 
period of great expansion. Many millions of dol- 
lars, indeed hundreds of millions, were contrib- 
uted for the building of new hospitals and the 
building of additions to old hospitals. Not only 
was this capital investment made, but millions 
had to be added for increased maintenance costs. 
Then came the crash and prompt need for cur- 
tailment. But while expenses were brought down, 
income went down in even greater ratio and what 
was even more important, with lowered income, 
the demand for free service in the hospital for 
those caught in the maelstrom of depression, be- 
came even greater. More and more people unem- 
ployed in industry, more and more people break- 
ing down under the strain of the struggle through 
depression, flocked to the doors of the hospitals 
and to the dispensaries for needed medical aid. 
Hospitals faced this situation—lowered income 
—the urgent necessity for more money to meet 
the needs and with that, the pressure of demand 
for increased service without pay. It was out of 
this combination of two pressures, need for hos- 
pital service by the public, inadequate funds with 
which to provide such service, that our thinking 
was speeded up and clarified toward the impor- 
tance of a solution, and a portion of the solution, 
we felt then, seemed available through the in- 
auguration of nonprofit hospital service plans. 


The major question then was not whether hos- 
pitals might be underpaid fractionally against 
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their billings for service by these proposed hos- 
pital service plans. The major need then was 
clearly seen in terms of the safeguarding of the 
voluntary hospital system and, of provision for 
the mass of the people of hospital service through 
the voluntary hospitals as contrasted with pro- 
posed fantastic governmental schemes. The 
question then was not whether hospitals might 
be slightly underpaid. The main consideration 
was the assurance that the public, as potential 
hospital patients, would not be underpaid in terms 
of hospital service which the voluntary hospitad 
had assumed as its responsibility. 


Emphasis Has Been Given to Payments and 
Balance of Control 


Much experience has followed since those days. 
More and more emphasis has been laid upon 
exact payments, by plans, to hospitals against 
billings. More and more emphasis has been 
placed on balances of control as between plans 
and hospitals, individually and as groups. 


Naturally, everybody understands that our 
hospitals cannot render service unless such serv- 
ice is paid for through one channel or another. 
This is obvious and requires no lengthy discus- 
sion. However, the determination of what is or 
should be proper payment for such service, is an 
item which lends itself to serious study and con- 
sideration. 


There are now more than seven million per- 
sons enrolled in approved nonprofit hospital 
service plans. The enrollment, in the past twelve 
months, of nearly two million persons in these 
plans, a gain of more than thirty-five per cent 
over the preceding year’s enrollment, is a phe- 
nomenal and almost unbelievable result. The 
ratio of increase in enrollment month by month 
shows a healthy upgrade tendency. During the 
coming twelve months, hospitals will receive 
more than forty to fifty million dollars from 
plans in payment for the care of subscriber 
patients. 

Implications of the Future 


It is not surprising that so huge an undertak- 
ing which grew up so rapidly should lead to some 
worry on the part of those responsible for the 
administration of our hospitals. There is full 
justification for the serious thought given to the 
implications for the future of the momentum of 
this movement, so powerfully developed. 


Our voluntary hospital structure in this nation 
has reached a standard heretofore untouched in 
hospital provisions in any nation at any time. 
Great progress has been made, a_ structure 
erected and a service developed which is well 
worth maintaining and protecting against any 
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dangers from the outside. I do not feel that 
there is any reason for discouragement on the 
part of those primarily interested in the man- 
agement of our hospital service plans when hos- 
pital executives and hospital trustees question 
the validity of procedures or payments. Mem- 
ber hospitals have a right to know what is going 
on. They have a right to a full understanding of 
the policies and motivations which guide the 
operation of their hospital service plan. It is not 
at all unnatural when much of the discussion as 
between hospitals and plan revolves around fiscal 
relationships. No matter how much we may feel 
inclined to stress the theoretical elements of hos- 
pital service to the nation, we cannot at any point 
evade the practical considerations involved in the 
hospital balance sheet. Even though the hospital 
renders a voluntary and public service; even 
though it is a corporation of the first class, estab- 
lished for service and not for profit, it still must 
be guided by sound management principles just 
as is a business. 


Questions Affecting Payments to Hospitals 


There is much of perhaps justifiable question, 
in this period of transition, on the payments to 
hospitals by plans. Are these payments ade- 
quate? Are they inadequate? Do the payments 
by the plan to the hospital carry the billings? 


Are some hospitals overpaid while others are un- 
derpaid? What standard is used for such deter- 
mination? Is it the proper standard and if it is 
not, what should be an acceptable standard for 
the determination of adequate payment by a 
plan to its hospitals? 


While hospital service plans must be given 
credit for tremendous accomplishment in the 
field of public relations, which has helped im- 
measurably to educate the American public to 
the advantages of early hospitalization; while 
plans have helped toward increased average oc- 
cupancy in our hospitals with resultant reduction 
in ratio of overhead costs; while the volume of 
work introduced into member hospitals by a plan 
is on a wholesale basis and, therefore, should 
mean lesser total cost to the hospital through 
routinized admission and discharge, through 
elimination of credit losses and avoidance of 
collection costs; while the large sums of money 
paid through plans to member hospitals is a 
great factor toward stabilized hospital income, 
it still remains true that it is the hospital which 
must meet the cost of the service rendered to 
plan patients as to other patients. 


Through the formative period out of which we 
are now happily emerging, payment was gen- 
erally accepted by hospitals on an average per 
diem basis in rough approximation to the billings. 
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With the maturing of our hospital service plans it 
becomes important to develop a sound cost basis 
upon which satisfactory payment to hospitals 
may be made for the care of hospital plan pa- 
tients. This cannot be done without considerable 
modification of present accounting methods in 
many hospitals. A first step, without which there 
can be no approach to solution, is the introduc- 
tion of an accounting set-up which will determine, 
definitely, hospital costs by services rendered. 
This job will take close study by hospital and 
plan administrators, able hospital accountants, 
trustees interested in the financial phase of hos- 
pital activity. There is much confusion, almost 
everywhere, in hospital cost accounting. If hospi- 
tal service plans are to deal with hospitals on the 
basis of payment against cost of service rendered, 
there will have to be a definite determination of 
such costs. Costs of private service, both indi- 
vidual private room and semi-private or multi-bed 
private service, are not clearly differentiated from 
other services. Rates set are usually loaded with 
a portion of the burden reflected in the cost of 
free service rendered by the hospital in its ward 
sections. 


It would seem to be proper to say that we have 
no right to burden the hospital service plan sub- 
scriber, who represents by and large the limited 
income middle class, with forced contributions for 
free hospital service to the indigent. In teaching 
institutions associated with medical schools, cen- 
tral schools of nursing, and universities and other 
large hospitals which conduct elaborate research 
programs, such costs should be segregated and 
carried out of special funds and not loaded upon 
direct patient cost. There must be a clear sep- 
aration of the actual cost of rendering service to 
plan patients by the hospital so that it does not 
include extraneous costs which are not directly 
traceable to the service rendered. 


Hospitals Should Not Subsidize Commercial 
Insurance Organizations 


The cost picture is materially influenced by 
payments to hospitals through commercial insur- 
ance companies for compensation and _ liability 
cases, which often fall below the actual cost of 
rendering service to these patients. There is no 
good reason why the hospital should subsidize a 
commercial organization. Even less reason is 
there for a transfer of any portion of this burden 
to the subscribers of the hospital service plan. 
This is a job which requires correction in our 
hospitals as between the hospitals and the insur- 
ance companies underwriting such risks. 


The same influence is felt, too, by hospitals in 
connection with group hospitalization coverage 
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by companies handling such insurance. Too many 
times the insured, when he comes to the hospital 
as a patient, has gained the impression that all 
of his expenses while in the hospital are covered 
under his group insurance policy as executed be- 
tween his employer and the commercial insurance 
company. The hospital then is confronted with 
an uncomfortable and sometimes disagreeable 
task of collecting the difference from the insured 
patient under protest. The percentage of loss on 
this differential, which the patient is expected to 
pay under commercial coverage, is undoubtedly 
considerable. Losses such as these and others 
which have no direct bearing on service used by 
hospital service plan patients, may not properly 
be included in the cost of such service. 


Cost Factor of Depreciation and Replacement. 


In the development of cost accounting the 
question, of course, of amortization and deprecia- 
tion of buildings and replacement of equipment 
becomes an essential factor for determination. 
While there are some in the hospital field who 
feel that it would be good business to take into 
consideration amortization and depreciation on 
capital investment in buildings, it may be that in 
order to retain a proper comparison as between 
the operation of voluntary hospitals and govern- 
mental hospitals where no such depreciation is 
taken, it would be unwise to attempt to include 
this item in any cost figure. The erection of 
buildings and equipping them for hospital service 
is a job for the general community and should 
continue to be left to the impulses of private 
philanthropy. Replacements, however, of equip- 
ment used day in and day out in direct care of 
patients, are a proper charge to cost of operation. 


Assuming a fully effective cost accounting sys- 
tem, the hospital should be entitled to full pay- 
ment against the actual cost involved in service to 
hospital plan patients. There would, of course, be 
no payments higher than the total billed amount 
—if that should be a lesser figure than cost. No 
hospital has a right to expect a profit on the 
service it renders to patients who are subscribers 
to a nonprofit hospital service plan. 


Premium Income Belongs to Plan Subscribers 


Beyond watchfulness and insistence that plans 
operate their organizations so that they are fiscal- 
ly and actuarially sound and that they pay the 
properly determined cost of service, I do not be- 
lieve the hospitals have a right to set arbitrary 
figures of plan reserves and plan operating costs 
or percentages of gross income which must nec- 
essarily go to member hospitals. The money re- 
ceived by plans as premium income is money 
which belongs, not to the hospitals, but to plan 
subscribers. The hospital interest arises only 
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when a plan subscriber becomes a hospital pa- 
tient. It is usually said that member hospitals 
underwrite the plan and that, therefore, they 
have a vested or a legal right to the final deter- 
mination as to disposition of the funds collected 
through the plan. This is not altogether accurate. 
Member hospitals guarantee delivery of service to 
subscribers enrolled by the plan—a guarantee 
which covers only a legally limited period. If the 
plan should become fiscally unsound, or for any 
other reason, the hospital reserves the right, 
upon notice, to withdraw its responsibility. The 
responsibility of the plan, however, to its sub- 
scribers, under insurance laws and under cor- 
porate laws and morally, continues on. It is, 
therefore, important that plans maintain not only 
fiscal soundness ‘as individual corporate entities, 
but that they build up reserves fully adequate to 
meet all possible contingencies. This, of course, 
in turn becomes an added guarantee to the mem- 
ber hospitals that the plan will not fail in pay- 
ment to the hospitals when such contingencies 
occur. 


Determining the Line Between Pay Services and 
Free Services 


We recognize, of course, that traditionally hos- 
pitals have earned, out of pay service, money be- 
yond the cost of operation which was used to 
defray in part, at least, the cost of the free serv- 
ice load. While that load, of course, must be car- 
ried and must be financed, if we are to think this 
situation through clearly at all, we must draw a 
definite line between our pay services in our hos- 
pitals and the free services. The pay services to 
carry the full weight of their cost as described, 
the free service cost to be met through resources 
heretofore developed. With a decline, if such is 
to be a continuing phase, of private philanthropy 
for the support of free service in hospitals, there 
will be no alternative but to develop a basis of 
mutual understanding with local, state, and Fed- 
eral governmental agencies for the adequate 
financing of necessary hospital service to the 
indigent through our voluntary hospital system. 


There is no reason why the government should 
not take advantage of the effective hospital plant 
now available under voluntary control. Such co- 
operation on a basis directed by practical hospital 
people need have no stifling influence upon the 
desire of individuals to make contributions and 
bequests for building purposes, for research and 
for general improvement of hospital service. In- 
deed, if ever we reach again a period that might 
be called normal, improved public relations ener- 
gized through the close cooperation of hospital 
service plans and hospitals, should arouse added 
interest and even greater enthusiasm for private 
giving to hospitals. 
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subject to many doctors and hospital su- 

perintendents, it seems desirable to start 
with a few general remarks on the subject. Few 
persons realize the prevalence of mental disease. 
It may be stated that one person out of every 
twenty, at some time during his life, is a patient 
in a hospital for mental disorders, and that one 
person out of every ten suffers from a mental 
disorder at some time during his life which is 
sufficiently serious to interfere with his efficiency, 
happiness, or general adjustment to society. 
There are more beds and more patients in hos- 
pitals for mental diseases in this country than 
there are in all other types of hospitals com- 
bined. It is obvious, therefore, that mental 
health is an important problem both from the 
standpoint of prevention and treatment. It is 
also established that our present facilities for 
dealing with the mentally sick are quite inade- 
quate, and that over-crowding exists in hospitals 
for mental diseases. 


S psychiatry is a somewhat unfamiliar 


State Hospitals Play a Limited Role in Care of 
Mentally Sick 


In general, the continued care of serious, pro- 
longed cases of mental disorder is the function 
of the state and throughout this country there 
are state hospitals for mental diseases. There 
are a few exceptions to this where smaller units 
of the state, particularly counties, may take over 
this responsibility. State hospitals, however, play 
only a limited role in the care of the mentally 
sick. 


The acute emergency conditions developing 
in a large city require immediate care. There 
are mild types of mental disorders which are 
not commitable to state hospitals and which 
must be cared for elsewhere. There is also pre- 
ventive work to be done. Much work in mental 
hygiene has been done in child guidance clinics 
and out-patient departments, some of which func- 
tion independently and others of which may be 
connected with courts, social agencies, or hos- 
pitals. 
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In order to meet these needs, various facilities 
have been developed in our large cities. We find 
in some places that prisons and jails handle the 
cases of acute mental disorders. Private insti- 
tutions exist which will care for the limited num- 
ber who can pay for such care. General hospi- 
tals ordinarily refuse to admit patients suffer- 
ing from alcoholism or from mental disorders. It 
is apparent, therefore, that such facilities are 
inadequate and the necessary psychiatric care 
can be given only by the establishment of psy- 
chiatric hospitals in our large cities. 


Organization of Psychiatric Hospitals 


How should such psychiatric hospitals be or- 
ganized? Should they exist independently, 
should they be a part of a general hospital, should 
they be linked up with the police, or is there 
some other plan that might be worked out? We 
find various examples existing throughout the 
country. In one large city the psychiatric hos- 
pital is essentially under the control of the sher- 
iff with deputies in control of the different wards 
and the doctors playing a minor role. Elsewhere, 
we may find a few beds attached to the police 
surgeon’s ward in a city prison. In some cities, 
such as Boston, there is a psychiatric hospital 
existing alone which handles the emergency psy- 
chiatric problems of the city. In New York, 
Bellevue Psychiatric Hospital is an integral part 
of Bellevue Hospital but is a separate building. 


Close Association of Psychiatric Hospital and 
General Hospital 


In my opinion, psychiatric set-ups in our large 
cities should have close association with general 
hospitals and as little association with the police 
forces as possible. We must get away from the 
idea that mental disease is a crime. We must 
build up in the minds of the community that it 
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is a sickness which must be treated like any other 
sickness. Therefore, the establishment of a psy- 
chiatric pavilion as a part of a general hospital 
will best aid in developing such an idea among 
the public. 


While a psychiatric hospital should be a part 
of the general hospital, it is my view that it 
should enjoy essential autonomy while still a 
part of the general hospital. That is to say, its 
general administration should proceed in the man- 
ner of the rest of the hospital, but many of its 
problems are so different from those of a general 
hospital that they cannot be handled by the same 
methods. In the majority of places, the organi- 
zation of a psychiatric hospital is fundamen- 
tally different from that of a general hospital. 
There is not the clear-cut distinction between the 
administrators and clinicians which prevails in 
the general hospital. The psychiatric staff is usu- 
ally full time, salaried personnel, and many prob- 
lems such as commitment, discharge, nursing and 
treatment are such a mixture of administrative 
and clinical functions that the rules and methods 
of the general hospital cannot be introduced on 
the wards of the psychiatric hospital. Even the 
type of records kept is different. The statistics 
for the United States Census are worked out on 
an entirely different basis from those of a general 
hospital, necessitating a special record room. 
Medicolegal problems involved are quite different 
from anything that prevails in the general hos- 
pital. For all of these reasons, I feel that a psy- 
chiatric hospital should be a part of a general 
hospital and yet exist as an independent unit in 
many respects. 


Functions of the Psychiatric Hospital 


Roughly, the main functions of a psychiatric 
hospital may be placed under five main head- 
ings: diagnosis, treatment, research, teaching, 
and prevention or mental hygiene. An abstract 
discussion of these matters is, I think, somewhat 
boring and I propose to deal with the matter 
specifically by discussing the actual problems 
which arise in such a hospital. If we take New 
York City, we find that, with the exception of 
Brooklyn, it is served by Bellevue Psychiatric 
Hospital which is a separate pavilion having a 
bed capacity of 630, and being an integral part 
of Bellevue Hospital, a large general hospital of 
approximately 2500 beds. The Psychiatric Di- 
vision of Bellevue Hospital admitted 30,272 pa- 
tients during 1940 and had an average daily cen- 


sus of 683 patients, although its bed capacity 
was only 630. In my opinion, Bellevue is an ex- 
ample of an organization that gives maximum 
service to the community and represents, in many 
respects, the ideal type of institution for a large 
city. 


Diagnosis and Treatment Often Cannot Be 
Dissociated 


The first function which Bellevue Psychiatric 
Hospital serves is diagnosis. I would like, at this 
point, to make clear that diagnosis and treat- 
ment are so interwoven that they often cannot be 
dissociated. At times a final diagnosis is only es- 
tablished as a result. of treatment. The difference 
between a psychogenic or functional disorder on 
the one hand, and an organic disorder on the 
other, may be only settled after one has demon- 
strated by psychotherapy that the condition is not 
organic. Likewise, in psychiatry there is no more 
reason to separate diagnosis from treatment than 
there is in general medicine. There are certain 
institutions that give more in the way of emer- 
gency treatment, but even the ambulance sur- 
geon, when he diagnoses a fractured leg, insists 
on splinting it in such a manner that the patient 
will not further injure the leg while being trans- 
ported to the hospital. This is, therefore, both 
diagnosis and treatment. In the same way, in 
the psychiatric wards treatment starts the min- 
ute a patient is admitted and goes hand in hand 
with diagnosis. 


I would also object to the idea that the psy- 
chiatrist only examines a patient mentally. A 
psychiatrist is a doctor of medicine who special- 
izes in the problems of mental health and men- 
tal disease. The mental disorder of a patient 
may be the result of a decompensated heart, it 
may be the delirium of a pneumonia, it may be 
the result of a vitamin deficiency, a head injury, 
or syphilitic infection. The psychiatrist treats 
the total personality—the body as well as the 
mind—and the psychiatric hospital must, there- 
fore, be equipped with all the facilities of a gen- 
eral hospital. 


At Bellevue, diagnosis starts when a psychi- 
atric ambulance responds to a call. A case may 
or may not be considered suitable for care in the 


Psychiatric Division. One function of the Psy- 
chiatric Division of Bellevue, therefore, is a psy- 
chiatric ambulance service which responds to all 
calls in New York City and which brings suitable 
cases for admission to the Psychiatric Division. 
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Obstetrical and Nursery Equipment as It 
Applies to Safety in Hospitals 


M. L. BUSCH, M.D. 


Nursery Equipment as It Applies to Safety in 

Hospitals,” I shall not only lay stress on the 
essential equipment as it applies to an efficient 
obstetrical department, but shall also present 
various phases of technic as it applies to care 
of the mother and the infant. It is needless to 
say that equipment per se does not mean safety. 
One must have a personnel properly trained in 
all phases of obstetrics as well as the use of this 
equipment, in order to obtain the best results. As 
far as possible, I will attempt to bring out these 
salient features in chronological order as they 
follow from the time of admittance of the patient 
until the mother and the baby are dismissed from 
the hospital. 


l: DISCUSSING this subject, “Obstetrical and 


Admission 


When the patient applies to the hospital for 
admittance, if her condition is such as to require 
immediate delivery room services, she should be 
sent to the obstetrical department, and not be 
detained, as is often the case, for the necessary 
statistical data. This information can be obtained 
from a relative or friend who accompanies the 
patient to the hospital. On the arrival of the 
patient in the obstetrical department the intern 
or resident responds at once, and the doctor is 
notified that his patient is in the obstetrical de- 
partment; the progress and station of the case is 
made known and the future orders are taken. 


Examination 


The examination of the patient should be com- 
plete: the blood pressure and measurements 
taken, examination of the fetal heart tones, etc. 
Any abnormal findings should be brought to the 
attention of the physician, and if consultation is 
necessary, this should be taken care of imme- 
diately. Periodic examination of the mother 
should be made every fifteen to twenty minutes, 
and more frequently as the case progresses. The 
labor rooms should be in close proximity to the 
delivery room thus avoiding a precipitate in 
transporting the patient from one room to an- 
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other. At no time should the prospective mother 
be left without a nurse in charge. 


During the first stage of labor we must con- 
sider the effects of analgesia to the mother and 
infant. In order to diminish pain and make the 
delivery more comfortable, various drugs have 
been recommended. The majority of these drugs, 
while they produce a certain amount of analgesia, 
often have a deleterious effect on the unborn in- 
fant. The amount of drugs and analgesics that 
are administered should be kept at a minimum so 
that the border line between safety and danger 
are separated as widely as possible. At times, 
some of these drugs produce an exciting stage, 
and when a drug of this type is used, the patient 
should preferably be watched by a special nurse, 
and side boards or some other means of protection 
should be placed on the bed so that the patient 
does not fall or injure herself. 


When the time arrives that the patient is taken 
to the delivery room, an anesthetic should be 
given; this anesthetic should be given by a well- 
trained anesthetist. 


Delivery Room 


The delivery room should be complete in every 
detail for a major operation: such as, a caesarian, 
high or low forceps, a premature separation of 
the placenta, a ruptured uterus, severe tears, etc. 
Blood plasma, saline and glucose, and blood must 
be available at all times. A suction apparatus is 
part of the armamentarium of the anesthetist to 
be used for the mother or newborn when 
necessary. 


Caring for the Infant 
Regarding the infant, a resuscitation appara- 
tus with oxygen must always be available. The 


old method of placing the child in hot and then 
cold water, slapping it on the buttocks, and the 
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physician placing his mouth against the child’s 
mouth and breathing into it, is old-fashioned and 
rarely used. Today we have modern resuscitators, 
iron lungs, combined with incubators and oxygen, 
pulmotors, tracheal catheters, and such drugs as 
alphalobin for resuscitating purposes. A daily 
inspection of this apparatus should be a part of 
the obstetrical supervisor’s routine. 


After a careful check-up for hemorrhage and 
a condition of the uterus, the mother is returned 
to her room in the maternity department, and if 
everything is normal, nothing further than the 
usual postpartum care is given the mother. 


Infant Identification 


Next in line after inspection and resuscitation 
of the infant, is the proper method of identifica- 
tion. Many hospitals have used beads for this 
purpose, but there is considerable discussion at 
the present time as to whether or not these beads 
are detrimental to the infant. Adhesive tags are 
used at our institution, as well as many others. 
We use three tags on the infant, each one having 
the name on it: one is placed on the back, one on 
the leg, and one on the wrist. These are applied 
in the delivery room and in the presence of the 
attending physician, so that he can verify the 
fact that no error has occurred. In addition, foot 
prints are taken at this time and placed on the 
records. 


Before leaving the delivery room, the attend- 
ing physician examines the infant for any ab- 
normalities and proper notations are made on the 
chart. One per cent silver nitrate is instilled in 
the eyes in order to prevent blindness. The cord 
should be examined for bleeding and additional 
ties made if necessary. The baby is then cleansed 
and sent to the nursery. 


Incubators must be part of the armamentarium 
of every obstetrical department in order to prop- 
erly care for the premature, poorly nourished, 
weak, or injured infant following difficult labors. 
The care of the premature must be under the 
strict supervision of a pediatrician and under the 
watchful eye of a specially trained premature 
infant nurse. 


Control of Communicable Disease 


The control of impetigo, infectious diarrheas, 
thrush, and other diseases which rapidly spread 
throughout nurseries and institutions, causing 
death in many cases and disrupting the nurseries 
have been largely controlled by the development 
of a special technique, both for the care of the 
mothers and the infant while in the nursery. 


In our institution we have devised equipment 
and an individual cubicle system and technique, 
which we feel has been a great factor in the pre- 


104 


vention of impetigo and other infections. During 
the past few years, since we have followed the 
technique in our nursery, we have not had a 
single case of impetigo or infection. 


Nursery Equipment 


Regarding the nursery equipment, a great deal 
of discussion is now taking place regarding the 
cubicle system. Individual cubicles require a 
great deal of space, and their cost is usually pro- 
hibitive. Due to the lack of space and funds, we 
have devised a cubicle system which is quite 
moderate in cost, and permits the individual care 
of the infant. We have twenty-four cubicles set 
on a metal stand, and these cubicles are enclosed 
on three sides by shatter-proof glass. The front 
is open to allow the nurse to take care of the 
infant. Beneath each cubicle is a drawer con- 
taining all the supplies needed for that infant 
during its stay in the hospital. These include the 
daily diapers, sterile supplies, dressings, applica- 
tors, oil, thermometer, cord dressings, and other 
items used in the care of the infants. By having 
individual supplies for each infant, cross-infec- 
tion is practically eliminated. 


In addition to the cubicles, the nursery itself 
has the following equipment: two ultraviolet air 
sterilizers, and an air conditioning’ system. The 
latter filters the air and controls the humidity. 
The temperature is kept at 78 degrees F. and the 
humidity between 45 and 50 per cent. The ultra- 
violet air sterilizers were installed in order to de- 
crease the number of organisms in the air. About 
every two months, bacterial counts are made in 
the nursery and compared with counts taken in 
other rooms in the obstetrical department. We 
have found the bacterial count considerably lower 
in the nursery: from 0 to 5 colonies in petri 
dishes as compared with 60 to 80 colonies in the 
corridors. 

Special Trained Nurses 


Every nurse in the nursery must have special 
training and be on the lookout for certain danger 
signals; when these are discovered, the attending 
physician should be notified immediately and 
treatment instituted. A list of the danger signals 
should be posted in every nursery so that no mis- 
takes can occur. Such signal points are bleeding 
from the cord, choking from mucus, cyanosis, 
jaundice, convulsions, etc. In our individual 
technique of caring for these infants, the nurse 
never touches the infant before she washes her 
hands and then dips them in our so called “dip- 
sink” which contains a mild one per cent mercury 
solution. This is repeated every time she goes 
from one infant to another. This technique must 
be strictly adhered to in order to prevent the 
transmitting of any infection from one infant 
to another. We maintain, that even if an occa- 


HOSPITALS 





Why not a 
transfusion? 


© 


4 - 
ee 
cree : 


UTTER Homan 


Cutter Human Serum will 
not only cost less but is 
safer and more effective. 


sthoman flebmen 


now co C33 Van cones feos / 


Cutter stock human serum and plasma, 
made available a year and a half ago as 
a substitute for emergency transfusion, 
then cost nearly fifty dollars per 250 
c.c. flask. Tremendous demand has made 
possible successive price reductions, 
which now bring these flasks to your 
hospital well under the usual donor fees. 


Now costing less than whole blood 
and averting the dangers of emergency 
transfusions, these tested Cutter prod- 
ucts, in many instances, are therapeuti- 
cally superior to whole blood. 

Cutter Human Serum and Human 
Plasma are not the by-products of a 
blood bank. They are prepared from 


December, 1941 


fresh blood from healthy white fasting 
donors. 

Are they in your hospital drug room? 
Both surgical staff and hospital will 
appreciate this safety assurance in 
emergencies. Cutter Human Serum and 
Human Plasma are available from all 
Cutter Saftiflask distributors. 


Net price to institutions 


250 «.c. Saftiflask $19.80 
50 c.c. flask 4.80 








sional infection, or impetigo, gets into one cubicle, 
our means of technique will prevent the spread 
throughout the nursery, and remain confined only 
to the infant in that cubicle. If an infection 
spreads, it denotes a violation of technique. 


Infection Technique 
The technique used is as follows: - 


Upon admission to the nursery, the baby is 
weighed and the eyes cleansed with 4 per cent 
boric acid solution. The entire body of the baby 
is treated with an antiseptic oil, and if necessary 
the head is washed with soap and water. Follow- 
ing this, a 2 per cent ammoniated mercury is 
applied to the body, and this is repeated on the 
fifth day. A cord dressing of 70 per cent alcohol 
is applied and an abdominal binder placed firmly 
around the baby. If the infants temperature is 
97.2 degrees F. or less, an Overland incubator is 
placed over the child. The bassinette is placed 
head down to help relieve the baby of any mucus. 
The nurses chart is prepared and the bassinette 
is properly tagged, pink and white tags being 
used to note the sex. If the infant is in good 
condition, it can be shown to the parents. Nothing 
is given by mouth for twelve hours and then one 
ounce of sterile water is permitted unless other- 
wise ordered by the physician. A formula is 
given only upon the written order of the attend- 
ing physician. 


Every morning the baby is bathed in an anti- 
septic oil, weighed, the temperature taken and 
recorded, and the eyes washed with a 4 per cent 
boric acid solution. The cord is treated with a 70 
per cent alcohol dressing daily, if it is moist. If 
a sloughing occurs, a 2 per cent silver nitrate so- 
lution is applied daily to the navel. 


If a skin rash appears, such as a noninfectious 
newborn rash, Alpine light treatment is given, 
one-half minute on back and front, and repeated 
twice daily until the rash disappears. 


During the complimentary feedings, the babies 
are held and fed individually. This is done to 
avoid any possible aspiration of food contents by 
the infant. 


A staff pediatrician should examine the infant 
within the first twenty-four hours after birth, 
and any abnormalities reported to the attending 
physician; and when possible, the proper care 
should be taken to correct them. At times it is 
necessary that infants be given oxygen. In order 
to avoid the transferring of tanks to the nursery, 
a special supply department was installed adja- 
cent to the nursery, and the oxygen piped 
throughout the nursery and may be connected to 
the incubators, or masks may be applied, as the 
individual case may require. 
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Blankets 


Individual blankets are provided for the 
mother and are kept in a paper bag at the bed- 
side. A white tab is used to indicate the top. The 
breast is sprayed with a 4 per cent boric acid so- 
lution and 70 per cent alcohol is sprayed on the 
hands. The open blanket is then spread across 
the mother, and her hands rest upon the blanket 
until the baby is put to the breast. During the 
first twenty-four hours, the infant is brought to 
the breast once; twice on the second day; after 
that, every four hours daily. The mother is in- 
structed not to unwrap the baby while it is at 
the breast. 

The Premature Infant 

Special facilities must be offered for the care 
of the premature infant. Only nurses who have 
had special training should be in charge of these 
infants, as they require special attention. The 
incubators should be such that humidity and 
temperature can be controlled, and they must 
have the facilities for the easy administration of 
oxygen. A gram scale should be available for 
weighing the infants before and after each feed- 
ing, and any loss of weight should be reported 
immediately to the attending pediatrician. The 
infant should be properly clothed in woolen shirts 
so as to retain the body heat. 


A special section should be set aside for an iso- 
lation nursery. This should be so situated so that 
there will be no possible contact with the healthy 
infants, and nurses caring for these babies should 
not be permitted to come in contact with normal 
babies. 

Weighing the Infant 

All nurseries should have scales so that the 
proper recording of the weight can be made at 
regular stated intervals. The babies should be 
carefully watched when they are on the scale so 
that they do not fall. It is advisable to have 
scales that have sides six to eight inches in 
height and enclosed on three sides. The present 
type of scale is, usually, protected on only two 
sides, and, therefore, one must be on constant 
guard so that the baby does not fall. A new type 
of scale should be devised for the better protec- 
tion of the infant. 


Bassinettes 
In addition to this, the bassinettes should be 
properly padded so that the child does not injure 
its head. A mattress alone is not safe, and the 
bassinette should be padded on three sides. 
Maternity Floor Control 


On the maternity floor itself, certain restric- 
tions must be made to safeguard the mother and 
the infant. Visitors should not be permitted on 
the obstetrical floor during the time the babies 
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are at the breast. The number of visitors to each 
patient should be restricted and can be done very 
well by the hospital authorities. A record can be 
kept of the number of visitors seen by every pa- 
tient, and after the patient has seen the per- 
mitted number, which is usually two besides the 
father, no more should be permitted. In order 
to avoid a great deal of trouble regarding visi- 
tors, a system which has been devised in Chicago 
at the present time, is very helpful. In that city, 
the number of visitors are limited by the Board 
of Health, and such a system takes a great deal 
of the responsibility away from the hospital 
personnel. 
Breast Pump 

An electric breast pump is much superior to 
the hand pump in those cases where a pump is 
to be used. These pumps must always be in 
proper working condition and those parts which 
come in contact with the mother, must be steril- 
ized before use. This pump should provide con- 
tinuous suction under the personal control of the 
patient and must not recirculate the same column 
of air which may be contaminated from a previ- 
ous patient. 


Re-infection is prevented due to the fact that 
the air is drawn away from the patient and the 
contaminated air from a previous patient is not 
recirculated. The pump is self-adjustable by the 
patient. 

Educating the Mother 


Since most obstetrical patients remain in the 
hospital about ten days and the mother usually 
is up and about on the ninth day, this is the 
proper time for her to receive instructions as to 
the care of her infant. This is accomplished by a 
regular demonstration which takes place in front 
of the nursery. The mothers are allowed to view 


<i 





this demonstration through the large glass win- 
dow which is in front of the nursery, and a loud 
speaker permits an audible arrangement, so that 
the mothers are fully instructed in the care of 
their infants before they leave the hospital. Any 
question that the mother wishes to ask the nurse 
who is giving the demonstration can be made at 
that time through the loud speaking system. 

Upon discharge of the mother and the baby, 
all of the infant’s tags are removed in the pres- 
ence of the mother, and placed in an envelope 
and sealed. The mother then signs the sealed 
envelope and this is kept with the hospital rec- 
ords. This assures the niother that the infant 
she is taking home is her own. 


Conclusion 


1 Equipment per se is not sufficient to safe- 
guard the mother and the newborn. 

2 A well trained personnel familiar with the 
equipment, both in the nursery and obstetrical 
department, is essential. 

8 Constant supervision of the technique in 
the obstetrical department, nursery, and on the 
maternity floors, is indispensable. 

4 In the delivery room, oxygen, resuscitators, 
aspiration apparatus, blood, blood plasma and 
fluids, and instruments essential for any major 
operation or obstetrical complication, must be 
part of the general set-up. 

5 In the nursery, a modern individual cubicle 
system where individual toilet and strict isolation 
technique is the only safeguard against cross- 
infection. 

6 By air conditioning the nursery, and com- 
bining it with air sterilization and air filtration, 
the number of bacteria in the air is greatly di- 
minished, thereby eliminating the danger of any 
air-borne infections. 





Oklahoma State Hospital Association 


The Oklahoma State Hospital Association held 
its annual convention in. Tulsa on November 138 
and 14. Eighty per cent of the hospitals in the 
state were represented at the convention. Dr. 
L. E. Emanuel, president, and Joseph O. Bush, Jr., 
secretary-treasurer, arranged an interesting pro- 
gram. 


Among those who addressed the convention 
were Maurice J. Norby on “Group Hospital 
Plans”; Bryce L. Twitty on “Institutes and Amer- 
ican College of Hospital Administrators”; Dr. 
Bert W. Caldwell on “Hospital Public Relations” ; 
Dr. Ferdinand C. Helwig on “Blood Banks and 
Intravenous Therapy”; and L. C. Austin on “Why 
Every Administrator Should Be Identified with 
the College of Hospital Administrators.” 
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The annual banquet was held on Thursday eve- 
ning with Bryce L. Twitty as toastmaster. The 
banquet address was delivered by Dr. Walker 
Morledge on “Medical Experiences in Africa.” 


On Friday Dr. Ned R. Smith addressed the con- 
vention on “Cooperative Efforts of the Hospital 
and Medical Association”; Dr. Russell Oppen- 
heimer on “The Doctor and the Hospital”; E. W. 
Erikson on “Will Plasma Replace Whole Blood 
Transfusion”; and Honorable T. Austin Gavin on 
“Legal Problems of Hospitals.” At the Friday 
luncheon, with Dr. L. E. Emanuel presiding, Allie 
Lee Elledge, past-president of the Oklahoma State 
Nurses Association, spoke on “Nursing in Na- 
tional and Home Defense.” 
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State Licensure Versus Voluntary Registration 
of Laboratory Technicians 


KANO IKEDA, M.D. 


sections of the country by certain groups 

of laboratory workers, advocating licen- 
sure of laboratory technicians by the state. This 
is a matter of fundamental concern not only to 
the practicing physician, particularly the clinical 
pathologist and the laboratory director, but to the 
administrator of the hospital. It would be perti- 
nent, therefore, at this time, to carefully and ra- 
tionally examine the proposition in all its aspects, 
so that an intelligent evaluation of the question 
may be made for the enlightenment of the hos- 
pital executive who may sooner or later be con- 
fronted with it. 


és MOVEMENT is being sponsored in various 


Historical Background 


To fully appreciate the pro and con of the ques- 
tion, it would be necessary to go back and review 
briefly the history and development of a profes- 
sion, now generally known as “medical technol- 
ogy,” a vocation, within the vast domain of med- 
ical practice, devoted to the rendition of skilled 
technical service in the medical laboratory, main- 
tained for the diagnosis and treatment of disease. 


Not until 1928 when the American Society of 
Clinical Pathologists, after two years of prelim- 
inary study, established a Registry of Medical 
Technologists, that any attempt had been under- 
taken to standardize the qualifications of the tech- 
nical worker of the laboratory or to prescribe 
the manner of her training in order that efficient 
clinical laboratory service may be made possible 
and the practices of clinical pathology may thus 
be safeguarded. The move was conceived and 
executed admittedly in the interest of the prac- 
tice of medicine, more specifically, in the interest 
of clinical pathology as a medical specialty, al- 
though its effect on the standardization of hos- 
pitals cannot be overestimated. 


During the subsequent thirteen years, there 
has been a steady progress in the work of the 
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Registry: the minimum requirement for regis- 
tration has been gradually elevated to the present 
level of the two years of college work including 
credits in such subjects as chemistry and biology, 
and the essentials of an acceptable school of med- 
ical technology have been formulated to stand- 
ardize the manner of instructing ‘qualified labo- 
ratory technicians, the latter function now being 
administered by the Council on Medical Educa- 
tion and Hospitals of the American Medical Asso- 
ciation. 


The whole program has met the endorsement 
and support of the medical leaders and hospital 
executives as well as the national organizations 
with which they are identified. As a consequence, 
there are already nearly 7000 registered medical 
technologists, and some 150 approved schools of 
medical technology from which nearly 750 quali- 
fied medical technologists were graduated in 1940. 


Thus, out of the utter chaos has emerged, in 
a short period of a little more than a decade, a 
medical technologist, who is trained to meet the 
exacting requirements of the modern clinical lab- 
oratory and who may with pride, consider herself 
a professional. 


Medical Technology and Medical Technologist 


Who is the modern medical technologist ? What 
constitute her qualifications? Is she to be clearly 
differentiated from the laboratory technician of 
a decade ago? The answer may be found in the 
clear understanding of the definition of medical 
technology and of its relation to clinical pathology 
and medicine. 


Briefly, medical technology may be defined as 
a science which deals with practical application of 
technical methods employed in all basic sciences 
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to aid in the diagnosis and treatment of disease. 
It is an integral yet subordinate part of clinical 
pathology in which a non-physician may find her 
sphere of activity without actually entering into 
the practice of medicine. In this sense, medical 
technology is only a semi-independent profession 
or a professior’ within a profession and cannot 
exist apart from clinical pathology and medicine. 


Likewise, the relation of the medical technol- 
ogist to the clinical pathologist and the physician 
is the relation of an aid to a principal who is di- 
rectly responsible for the diagnosis and treatment 
of disease. Thus, she holds a subordinate place 
to the clinical pathologist or the physician in the 


whole scheme of medical practice. She is depend-. 


ent upon him for her place in the medical world. 
It may be safely stated that there can be no med- 
ical technologist without the clinical pathologist 
or the physician. In this respect, her place is 
more nearly comparable to that of dental hygien- 
ist in her relation to the dentist than to the place 
of nurse in the practice of medicine. It logically 
follows, therefore, that the clinical pathologist 
must in the interest of medical practice, as a 
whole, claim a large share in the development of 
medical technology and the making of a medical 
technologist. Unlike her sister of a decade ago, 
the medical technologist of today is a product of 
standardized instruction and training according 
to the specifications laid down by the clinical 
pathologists. She exemplifies the type of labora- 
tory assistant who is no longer the mechanical 
robot of the by-gone days. 


State Licensure of Laboratory Technicians 


As a natural outcome of the professional recog- 
nition accorded the medical technologist and of 
the development in her of a definite professional 
consciousness, the suggestion of licensing by the 
state of those engaged in laboratory work was 
soon to be considered by thinking men and women 
engaged in the practice of medical technology. 


It is pertinent, therefore, to discuss at this 
time some of the cardinal reasons for state 
licensure of laboratory technicians advanced by 
the proponents of the measure. 


Uniform Standards for Qualifications of All 
Prospective Licencees 


A number of laboratory workers believe that 
the only democratic way to regulate their pro- 
fessional conduct would be for the state to as- 
sume that function; that law alone can offer the 
equal professional opportunities to all. They 
seemingly minimize the all important point of the 
rigid conditions for such licensure and fail to ap- 
preciate the practical fact of the experience that 
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to assure the passage of such a law, its sponsors 
are usually forced to accept a compromise to sat- 
isfy all parties interested, which invariably means 
the lowering of the essential requirements to a 
level distinctly detrimental to the interest of or- 
derly development of medical technology and of 
the practice of clinical pathology. That this is 
not merely a far-fetched imagination may be 
shown by the following quotation from a letter 
written by a physician in a certain state where 
state licensure of laboratory workers is at present 
in operation: 


“As originally drawn, it encountered ob- 
jection on the part of the legislative commit- 
tee on medical affairs, the Chairman in par- 
ticular, fearing that its provisions as to pre- 
liminary education would work too great a 
hardship on deserving applicants. To secure 
passage, it was necessary to modify the terms 
in this respect as also to legalize the minor 
type of laboratory work performed by tech- 
nicians in the country doctor’s office where 
he himself can be held responsible for it.” 


The anticipated compromise may be adopted 
during the preparation of the measure as was un- 
doubtedly the case in the state of Maine, where 
the proposed law requires the candidates to pos- 
sess the educational prerequisites of only the first 
two years of high school education! This appears 
to be so obviously an attempt on the part of cer- 
tain interested people to induce unsuspecting law 
makers, who do not appreciate the fundamental 
nature of the profession, to lend their support to 
a measure which does not represent the best judg- 
ment of the clinical pathologist or the medical 
technologist. All of which emphasizes a point 
that, even if state licensure might be a desired 
thing eventually, a uniform standard for the qual- 
ifications of all prospective licensees appears to 
be of more immediate importance. 


Moreover, they do not take into account the 
well recognized experience that political machi- 
nations which inevitably accompany the admin- 
istration of a law of this kind, may defeat the 
very aim of the legislation. In a true democracy, 
a voluntary system is always to be preferred to 
any method of compulsory legal measure as long 
as such a system is reasonably assured of success. 
This idea is clearly implied by the Secretary of 
the Council on Medical Education and Hospitals 
of the American Medical Association (Dr. W. D. 
Cutter) who declared in an authenticated com- 
munication that, 


“It was determined that the Council was 
in no position to feel that a state board of 





?This quotation and others that follow are extracted from per- 
sonal letters in the author’s possession. 
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examiners in medical technology would rep- 
resent any advance over present methods of 
control in this field. The experience of the 
Council in the licensure of physicians and 
registration of nurses have indicated that 
statutory control in each of the forty-eight 
states would in the end be less effective than 
a central voluntary registration system.” 


Likewise, it is generally conceded that the Na- 
tional Board of Medical Examiners, a voluntary 
agency is, in the light of accumulated experiences, 
preferred to individual state boards created by 
separate laws. A clear analogy exists between 
this situation and that which exists between the 
Registry of the American Society of Clinical 
Pathologists, a voluntary agency, and contem- 
plated state licensing boards for laboratory tech- 
nicians. 


The Registry with its record of thirteen suc- 
cessful years of operation and 7000 qualified reg- 
istrants, has amply proven the effectiveness of the 
voluntary system of certification. Any attempt 
to interfere at this time with the orderly func- 
tioning of the Registry now universally accepted 
by the medical profession as the authoritative 
agency to determine the essential qualifications of 
laboratory workers, by partisan agitation for com- 
pulsory state licensure of laboratory technicians 
of all gradations seems unnecessary and unwise. 


Medical Technologist Wants a Voice in Matters 
Affecting Her Profession 


State licensure is desired by some laboratory 
technicians so that they may have a part in the 
administration of the law. The statutory control 
of the practice of medicine, nursing and other pro- 
fesions is cited, to justify this contention. The 
practice of the laboratory technician, however, 
like that of the dental hygienist whose work is 
an intimate part of dental practice, is too inte- 
grated with the practice of clinical pathology 
and medicine to claim absolute independence. It 
is recognized that a self-respecting technician 
may feel it within her province to insist on having 
a voice in matters so vital to her own welfare. 
The clinical pathologist who is keenly mindful of 
the economic and social aspirations as well as 
the technical and scientific requirements of the 
medical technologist believes that she should be 
accorded the opportunity of “governing” her own 
professional conduct, not in absolute independ- 
ence, but in close cooperation with the clinical 
pathologist. This can be done without the enact- 
ment of law by the state which would be a mere 
duplication of the functions of the Registry even 
if it were to be acceptable. By improving on the 
opportunity already afforded by the representa- 
tion of five representatives on the Board of Regis- 
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try of the American Society of Clinical Pathol- 
ogists and by fully cooperating with its program, 
the medical technologist will have a voice in 
matters affecting her education and training, 
professional qualifications, wages, hours, etc., 
with a greater degree of certainty of success than 
through advocacy of licensure in every state of 
the Union, with its multiple standards and politi- 
cal manipulations. 


Economic and Social Status of Medical 
Technologist 


There are those who believe that whereas the 
clinical pathologist has allegedly failed in im- 
proving the economic status of the medical tech- 
nologist in the years he has held the saddle, the 
enactment of licensing law would guarantee her 
the minimum wages and maximum hours, and 
therefore, state licensure should be favored. The 
clinical pathologist, on the other hand, insists that 
economic and social status of the medical tech- 
nologist is intimately linked with her profes- 
sional standards, the elevation of which is the best 
guarantee of her high economic and social posi- 
tion. The law may impose the minimum wages 
and maximum hours to the advantage of the 
worked. It does not provide the payment of 
higher salaries which only those with higher edu- 
cational and technical qualifications can command. 
As to the hours of service, while reasonable ad- 
justment to improve the present unfortunate sit- 
uation which exists particularly in smaller hos- 
pitals, is constantly being effected, it must be 
realized that the practice of medical technology 
like that of medicine, cannot be regulated only on 
the basis of hours and wages. It is a profession 
in which higher considerations must govern its 
economic policies. 


Registry Standards Considered Too High 


Again, state licensure is being preferred by 
(a) those who are unable to qualify or to meet 
the minimum requirements of the Registry which 
is now accepted by the Council of the American 
Medical Association and who are thus stranded 
without the coveted recognition by an authori- 
tative agency; (b) by those who regard the code 
of professional ethics too binding; (c) by those 
who consider the clinical pathologist and the Reg- 
istry as “dictatorial” in dealing with certain lab- 
oratory workers. 


To these, the answer is obvious. (a) The pri- 
mary objective of the Registry is to uphold the 
maintenance of adequate qualifications of the 
medical technologist and not the protection of 
some isolated laboratory workers; the latter, vital 
as it is, must be subordinated to the former since 
the profession is primarily concerned with the 
rendition of.a service which must be maintained 
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at a certain minimum level consistent with the 
scientific practice of medicine. The clinical path- 
ologist cannot recognize the laboratory technician 
whose educational background and technical train- 
ing fail to come up to the accepted standards. (b) 
In the matter of ethical conduct, the Registry 
insists on certain rigid commitment by the med- 
ical technologist with which a small number are 
reluctant to comply. From the very nature of 
the profession, the clinical pathologist believes 
that the technician should refrain from assuming 
the role of a practicing physician by interpreting 
laboratory findings, rendering opinions based on 
such findings, or directing a clinical laboratory, 
ete. This is fundamental and must be respected 
by all regardless of their convictions with regard 
to licensure. (c) The clinical pathologist, through 
the Registry, has held to a firm policy in carrying 
out the program which, in his judgment, repre- 
sents the ultimate guarantee of the economic sta- 
bility and professional recognition for the medical 
technologist which state licensure can hardly 
bring about. It means the eventual and natural 
elimination of the ill-trained and poorly qualified 
from the professional ranks of the medical tech- 
nologist. This is not a dictation but merely a 
logical execution of a policy which is intended 
to strengthen the position of the qualified medical 
technologist and as such should meet the whole 
hearted approval of the fairminded arbiter. 


State Licensure—Proposed and in Operation 


California, in 1937, was the first state to adopt 
statutory control of the laboratory workers. The 
“basic purpose” of the law “is the protection of 
the public health.” It provides for the regulation 
of clinical laboratories and for the examinations 
for licensure of “Clinical Laboratory Technicians” 
and “Clinical Laboratory Technologists” accord- 
ing to the definitions of the law. In addition, it 
permits the operation of a private laboratory by 
licensed clinical laboratory technologists on the 
theory that 


“the most important condition for good lab- 
oratory work is a competent personnel and 
that the qualifications of the director of the 
laboratory are less important.” 


While the competency of the laboratory work- 
ers in that state has unquestionably been elevated 
by reason of the enactment of this law, the prac- 
ticing clinical pathologists everywhere view with 
concern that provision which permits the opera- 
tion of a clinical laboratory by the licensed lay 
technologist and its effect on the practice of lab- 
oratory medicine in other sections of the country. 
Recently, it has been reported that the licensing 
of technicians was placed in a Board of Exam- 
iners consisting of three pathologists and two lay 
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technicians who are appointed by the State Board 
of Public Health in each of the northern and 
southern sections of the state. The complexion of 
the present personnel of this Board inspires the 
confidence of the medical profession and much 
may be expected from it in the near future. 


In Alabama, a law creating a Board of Med- 
ical Technicians Examiners was enacted a few 
years ago. The Board is made up of three tech- 
nicians, a clinical pathologist, and a physician (not 
a pathologist), all of whom are appointed by the 
Governor from a list of names submitted to him 
by the Alabama Association of Medical Techni- 
cians. This assures the technicians the control 
of the Board and its policies. 


The candidates for licensure must possess a 
year of college work and twelve months of prac- 
tical training in an approved hospital laboratory. 
The proponents of the law admit that “the re- 
quirements are not as yet as “rigid” as might 
be expected,” but declare that “it is being admin- 
istered smoothly and successfully.” It is believed 


“that the State law has given technicians a 
legal status that has contributed very greatly 
to the dignity of their calling and to the 
morale of the individual and of the group; it 
has worked definitely to the betterment of 
their service and to the elevation of their 
ethical standards.” 


The law requires the medical technicians to 
practice only “under the immediate direction of 
a qualified Doctor of Medicine.” From the same 
state, however, have come reports which, if true, 
indicate that “the law is not being enforced.” 
Informants state that “the law does not in any 
way attempt to protect the clinical pathologist.” 
“Tt is not enforced. Everybody does laboratory 
work, high school girls, colored office maids, sec- 
retaries, etc.” “It is an easy way out for any 
one that cannot meet the higher standards of the 
Registry.” These are harsh criticisms and may 
not merit their mention. Nevertheless, it em- 
phasizes the point that regulations in any form, 
whether governmental or private, compulsory or 
voluntary, can never be administered with 100 
per cent efficiency. The law may afford tempo- 
rary relief from foreign competition and offer 
a certain degree of security and independence to 
the licensed. Whether a law of this kind can 
permanently cure the economic and social ills af- 
fecting the medical technologist and contribute 
substantially to the advancement of medical tech- 
nology as a science, is dubious. 


In Florida, a group of technicians unsuccess- 
fully sponsored a bill creating a State Board of 
Medical Technologists. consisting of one physi- 
cian-clinical pathologist and two medical technol- 
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ogists who shall be appointed by the Governor. 
The proposed preliminary requirements corre- 
spond substantially to those of the Registry. The 
law, however, does not prescribe the manner of 
practical training. Nor does it clearly define the 
sphere of practice by the medical technologist. 
It may be construed that the law may allow the 
operation of a clinical laboratory by its registrants 
in competition with the clinical pathologist. At 
any rate, “the bill was opposed by the patholo- 
gists of Florida,” and “blocked with little diffi- 
culty” in the state legislature. 


In the state of Maine, a simple bill was pre- 
pared by a group of workers which would have 
permitted licensure of those who possess only the 
two years of high school education or the equiv- 
alent, and pass the examination. The law, more- 
over, does not specify the manner or extent of 
the technical training the applicant may possess. 
It is to be administered by a board consisting of 
three medical technicians who shall be appointed 
by the Governor. This probably represents the 
kind of a law most desired by those laboratory 
technicians, of deficient qualifications who are un- 
able to meet the minimum requirements of the 
Registry. The bill, as expected, died in the com- 
mittee. It is of interest to note that the trend 
seems to be the elimination of the clinical path- 
ologist from representation on such boards com- 
pletely as is the case in Maine, while in Florida, 
one physician to two technicians and in Alabama, 
two physicians to three technicians are proposed 
for the board memberships. This is significant. 


To fully appreciate the significance of state 
licensure, the motivating forces behind these laws, 
two of them in actual operation, demand further 
comment. In California, the law was sponsored 
apparently, not by the technicians, but by or for 
the State Board of Public Health with the pri- 
mary objective of “safeguarding the public 
health.” Licensing of the technicians was an in- 
cidental necessity. In this respect, it differs 
from all other similar laws in existence and un- 
der proposal and may be excluded from the 
present disussion except in so far as it permits 
the licensed clinical laboratory technologist to 
operate a clinical laboratory. 


In the state of Alabama, on the other hand, 
the law was actively sponsored by the Techni- 
cians Association. Its aims, on the surface, are 
not in conflict with those of the Registry, How- 
ever, the proponents insisted that the enactment 
of the law would give the technicians “a legal 
status” and an opportunity to govern themselves 
without the interference from a national agency. 
Likewise, the Florida law was conceived by the 
technicians and intended to give them the much 
coveted “freedom” of action pertaining to their 
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own professional conduct. In the state of Maine, 
the passage of the proposed measure, which was 
to be administered by three technicians, would 
have reduced the status of the laboratory tech- 
nicians to that of nonprofessional trade people. 
It would have meant a severe blow to the cause 
of modern medical technology as a science and 
profession. 


It is clearly intimated that these state laws, 
written, in practically all instances by the techni- 
cians themselves, are obviously intended to give 
them the sole control of their administration. 
Their interest appears to lie primarily in their 
economic and political stability and only secon- 
darily in their scientific and professional better- 
ment. Such an attitude on the part of the tech- 
nicians may bring about irreconcilable conflict 
with the clinical pathologist who must protect 
his own interest in the broad field of laboratory 
medicine in which medical technology is a part. 


Summary and Conclusion 


The principal objectives of the advocates of 
state licensure may be condensed in brief state- 
ment: that the law would give tke laboratory 
technician a legal status and profesional inde- 
pendence and permit her to regujate her own 
professional conduct without the aid of the clin- 
ical pathologist. 


However, a studied opinion among the clinical 
pathologists and a large majority of the 7000 
registered medical technologists throughout the 
United States seem to favor the view that state 
licensure of laboratory technicians is untimely, 
unwise, and altogether unnecessary at this time 
for the reasons already expounded in detail, which 
briefly restated are as follows: 


1 The clinical pathologist has a legitimate 
claim in the regulation of the professional con- 
duct of the medical technologist, since the latter’s 
work is intimately integrated with the practice 
of the former. This intimate relationship does 
not exist between the nurse and the physician, 
but more clearly exemplified by that of the dental 
hygienist and the practicing dentist. 


2 The Registry of Medical Technologists of 
the American Society of Clinical Pathologists 
operated on a nation-wide scale and with its 
thirteen years of successful record and 17000 
qualified registrants, is the logical agency to con- 
tinue its functions and further carry out its ob- 
jectives, many of which are duplicated by pro- 
posed state licensure. 


3 To duplicate these efforts by individual state 
legislation would be wholly unnecessary and 
wasteful. 
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4 The uniform requirements for certification of 
technicians, applicable to the entire United States 
are infinitely more desirable than separate re- 
quirements for individual states which would be 
an added burden to the medical technologist, and 
a source of confusion to the medical profession. 


5 The improvement on the economic status 
of the medical technologist depends largely upon 
the extent of her support of the entire program 
of the Registry, which is being expanded and re- 
adjusted according to her needs of the day with 
the cooperation of other national medical organ- 
izations. 


From the foregoing discussion, it is apparent 
that the immediate unification and stabilization 
of the practice of medical technology is essential 
in order to bring about the satisfactory solution 
of the problems (state licensure being one of 
them) which have hindered the orderly progress 
of this profession. 


Four important suggestions are offered in con- 
clusion: 


First, the medical profession (including the 
hospital executives) should be urged to formally 
accept the present minimum standard of qual- 
ifications, established jointly by the American 
Medical Association and the American Society of 
Clinical Pathologists, for the registration of all 
laboratory technicians as “Medical Technologists” 
and applicable to all sections of the United States. 


Second, the formal recognition should be ex- 
tended to that class of laboratory workers who, 
though deficient in meeting the professional re- 
quirements of the medical technologist, are in- 
dispensable aid in the practice of laboratory 
medicine. These technical assistants should be 
given a definite classification to differentiate them 
from the medical technologist. 


Third, the clinical pathologist should make 
every effort, consistent with the established prin- 
ciples of his practice, to meet the claims of the 
registered medical technologist for equ7] share 
in the responsibility of administering . 2 func- 
tions now exercised by the Registry, in order to 
invite the confidence and support of all the labora- 
tory workers regardless of their present affilia- 
tions. 


Fourth, finally, pending further development 
in the foregoing three suggestions, any attempt 
to regulate the practice of laboratory technicians 
through statutory control by each individual 
state should be suspended as untimely, unwar- 
ranted, detrimental to the best interest of labora- 
tory medicine and deterrent to the orderly prog- 
ress of medical technology. 


December, 1941 




















M. BURNEICE LARSON, DIRECTOR 


For the progressive hospital administrator and associates 
who share responsibility for staffing a busy hospital, com- 
plete satisfaction with “things as they are” will probably 
always remain as elusive as a will-o’-the-wisp. 


If a competent pathologist has been secured to direct the 
laboratory, and that prize of a superintendent of nurses 
has at last consented to come—then possibly the chief 
anesthetist has submitted her resignation as of December 
15, and the record room is in a deplorable state owing to 
the recent appendectomy of Miss Brown who can’t return 
until after the first of the year. 


As each new personnel problem arises, many of you have 
learned to call upon The Medical Bureau, thus relinquish- 
ing a large share of the responsibility for finding properly 
trained people. Result—you are free to cope with the more 
fundamental issues of public relations, the budget, the 
report to the Hospital Board! 


Because you come to us for suggestions when key posi- 
tions are available—people trained for almost every 
phase of hospital service, in almost every branch of the 
sciences and the medical profession write us about them- 
selves and about the type of connection they desire. 


If you have a personnel problem—or if you are an individ- 
ual qualified for a medical, scientific, or hospital appoint- 
ment ... please let us know. We'll be glad to arrange 
introductions which will mean much to both of you. Our 
service, as you know, is nation-wide—your correspondence 
with us will be kept in confidence. 


The MEDICAL BUREAU 


PALMOLIVE BUILDING CHICAGO 
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News Notes of Interest to the Hospital Field - 


Sister Assumpta has been appointed adminis- 
trator of the new Hibbing General Hospital, Hib- 
bing, Minnesota. 


oA SE 

Robert W. Bachmeyer, formerly administrative 
intern at St. Luke’s Hospital, New York City, 
has assumed his duties as assistant to the direc- 
tor of the Hospital for Special Surgery, New 
York City. 


Spee A 

John T. Bath, superintendent of the Nesbitt 
Memorial Hospital, Kingston, Pennsylvania, since 
August 1930, resigned on October 21, Kingsley 
A. Eckert was appointed as Mr. Bath’s successor. 


ee 

Mrs. Eleanor C. Bernhard, R.N., resigned as 
superintendent of Jeanes Hospital, Philadelphia, 
Pennsylvania, and Dr. Elizabeth F. Love has as- 
sumed her duties as superintendent. 


——— 

Edgar Blake, Jr., formerly superintendent of 
the Methodist Hospital, Gary, Indiana, has been 
appointed associate superintendent of the Wes- 
ley Memorial Hospital, Chicago, Illinois. Rev. 
James Lawson has been appointed superintendent 
of the Methodist Hospital to succeed Mr. Blake. 


sb alinah cs 

Lloyd Chadbourn has been appointed superin- 
tendent of the Rowan Memorial Hospital, Salis- 
bury, North Carolina, to succeed Mrs. Lewis M. 
Miller, who resigned. 


a cialiait ites 

Hubert B. Dates resigned as superintendent of 
the Good Samaritan Hospital, Sandusky, Ohio, 
to accept the superintendency of the Clearfield 
Hospital, Clearfield, Pennsylvania. George P. Ly- 
dens has been appointed to succeed Mr. Dates at 
Good Samaritan Hospital. 


——g—__— 

Dr. Edward F. Dombrowski has resigned as 
managing officer of Chicago State Hospital, Dun- 
ning, Illinois, and Dr. Joseph S. Drabanski has 
been appointed as Doctor Dombrowski’s successor. 


A Ree 3 

Dr. John E. Gorrell, formerly administrator of 
the Battle Creek Sanitarium, Battle Creek, Michi- 
gan, has been appointed assistant director of the 
Massachusetts General Hospital, Boston, Massa- 
chusetts, effective January 1, 1942. 


siphieidblaienciton: 

Guy M. Hanner, formerly superintendent of 
the Beth-El General Hospital, Colorado Springs, 
Colorado, has assumed his duties as administra- 
tor of the Desert Sanatorium of South Arizona, 
Tucson, Arizona. 


cnidinablin a 

William K. Hinds has been appointed business 
manager of Charity Hospital, Shreveport, Louis- 
iana, succeeding Leonard Daniels, who has en- 
tered army service. 


a 
William B. Kents retired as superintendent of 
the William McKinley Memorial Hospital, Tren- 
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ton, New Jersey, on November 1, and was ap- 
pointed superintendent-emeritus. William B. Mey- 
trott was named superintendent to succeed Mr. 
Kents. 


———— 

Dr. Louis H. Kohler has been promoted from 
acting superintendent to superintendent of the 
City Sanitarium, St. Louis, Missouri. 


ee 

Anna Lockerby, superintendent of the Mary 
and John Hunt Home in Nashua, New Hampshire, 
for the past twelve years, died suddenly on Oc- 
tober 26. For many years Miss Lockerby was 
superintendent of the Laconia Hospital, Laconia, 
New Hampshire, and the Mary Hitchcock Hos- 
pital in Hanover, New Hampshire. 


aaa 2 BD : 
J. O. MacInnis has been appointed superinten- 
dent of the Chippewa County War Memorial Hos- 
pital, Sault Ste. Marie, Michigan. 


ee ean 
Georgia M. Mann succeeds Lillian Steele as 
superintendent of the Memorial Hospital of Lar- 
amie County, Cheyenne, Wyoming. Miss Steele 
resigned to accept the superintendency of the 
Ivinson Memorial Hospital, Laramie, Wyoming. 


Sh de a ea 

Edith Marden, R.N., superintendent of the 
Waltham Hospital, Waltham, Massachusetts, re- 
tired from active hospital service on November 1. 
Walter R. Amesbury was appointed administrator 
and Frank L. Bosquet was appointed assistant ad- 


ministrator. 
—»——_—_ 


Dr. Austin S. McKitrick, founder of McKitrick 
Hospital in Kenton, Ohio, died on November 3, at 
the age of 78. 


——_@——— 

Sister M. Michael has assumed her duties as 

superintendent of the Mercy Hospital, Valley 

City, North Dakota, succeeding the late Mother 
Camillus. 


sll as a 

Edward J. Milsom, Jr., has been appointed su- 
perintendent of the Canonsburg General Hospital, 
Canonsburg, Pennsylvania. Mr. Milsom succeeds 
Roxanna Gray, who resigned several months ago 
to accept the superintendency of the Homestead 
Hospital, Homestead, Pennsylvania. 


—_@——__. 
Charles S. Paxson, Jr., office manager of Hahne- 
mann Hospital, Philadelphia, Pennsylvania, has 
been appointed superintendent of the Delaware 
County Hospital, Drexel Hill, Pennsylvania. 


a a - 
Dr. Jacob Prager, medical director of Mt. Sinai 
Hospital, Philadelphia, Pennsylvania, has been 
appointed medical director of the Israel Zion 
Hospital, Brooklyn, New York. Doctor Prager 
succeeds Boris Fingerhood, who resigned recently. 
Mr. Fingerhood served as superintendent of the 
Israel Zion Hospital since 1920. 


HOSPITALS 























W: NURSES AND OUR PATIENTS AGREE: 


PALMOLIVE MAKES 
BATHING PLEASANTER! 








INDUSTRIAL 


December, 1941 


M... and more attention is 
being paid by hospitals to Jittle 
things that help make patients 
comfortable—make them feel 
more at home. 

The rapidly increasing use of 
Palmolive Soap for patient care 
is typical. Made with rich Olive 
and Palm Oils—the costliest oil 
blend used for any leading soap— 
it meets the highest hospital 
standards in purity. And as to 


CoLGATE-PALMOLIVE-PeEeEt Co. 





DEPARTMENT, 


popularity—its gentle,cleansing 
lather, its refreshing fragrance 
have made it the world’s favorite 
toilet soap! 

Give your patients the extra 
luxury of Palmolive. Chances 
are, they use it at home! The 
cost? No more than you pay for 
ordinary soaps! Write for the 
C.P.P. handy “Soap Buying 
Guide” and prices on the sizes 
and quantities you need! 


JERSEY Cit, 
















For those who prefer a hard-milled white soap, we 
suggest Cashmere Bouquet. Its rich, creamy lather and 
its delicate perfume make it a particular favorite 
with women patients. 


Among those who prefer a floating soap, Colgate’s 
Floating is a favorite. It is a pure, white soap unsur- 
passed in quality. Lathers abundantly in hot or cold 
water. Easy on your budget, too! 3 
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Celestine Pratt has resigned as superintendent 
of Biloxi Hospital, Biloxi, Mississippi, effective 
as soon as her successor can be chosen. 


a 
Leslie D. Reid, formerly auditor of Presby- 
terian Hospital, Chicago, Illinois, is now Comp- 
troller of Albany Hospital, Albany, New York. 


—_—_———— 
Dr. Irville S. Rian has been appointed superin- 
tendent of the Ohio State Tuberculosis Sana- 
torium at Mount Vernon, Ohio, to succeed Dr. F. 
C. Anderson, who resigned to re-enter private 
practice after serving as superintendent of the 


sanatorium for twenty-one years. 
————_—_—<_—__—__ 


Mary E. Skeoch, formerly superintendent of St. 
Luke’s Hospital, Marquette, Michigan, is now 
with the American Hospital in Britain, Park Pre- 
wett Hospital, Basingstoke, England. 


Seated catia se 

Maurice Stollerman has been appointed super- 
intendent of the Miriam Hospital, Providence, 
Rhode Island, succeeding Major Charles M. Hoff- 
man, who has been superintendent of the institu- 
tion since 1927. Major Hoffman will remain at 
the Miriam Hospital as consultant in an advisory 
capacity. 

peer is ee 

M. Edith Stuart, R.N., resigned as_ superin- 
tendent of the James Hamet Dunn Hospital, Bath- 
urst, N. B., Canada, and Helen R. Saunders, R.N., 
formerly superintendent of Harbor View Hospi- 
tal, Sydney Mines, N. S., Canada, has assumed 
her duties as superintendent of the James Hamet 


Dunn Hospital. 
—_—_—<_<»__—__ 


Mabel F. Wheeler, director of nurses at Brock- 
ton Hospital, Brockton, Massachusetts, and an 
active member of the American Hospital Associa- 
tion since 1930, died recently. 


eel 

Napa, California—The Victory Hospital of 
Napa, California, is completing its new wing, 
which will give them an additional eighteen beds. 
The addition, when. completed, will cost $40,000. 

Relharsst ane 

Fort Lauderdale, Florida—The Fort Lauder- 
dale City Commission ordered construction of a 
three-story addition to the Broward General Hos- 
pital, Fort Lauderdale, Florida, at a cost of 
$115,000. 


ial 

Key West, Florida—Plans have been approved 
for the construction of a $1,000,000 naval hospi- 
tal at Key West, Florida, to accommodate 132 
patients. 


lala 

Kewanee, Illinois—The new addition to the St. 
Francis Hospital, Kewanee, Illinois, was dedicated 
on October 29, with His Excellency Most Rever- 
end Joseph H. Schlarman, D.D., Bishop of Peoria 
Diocese, presiding. 


> ; 
Rock Island, Illinois—In the will of Franz Happ, 
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the sum of $5000 was left to St. Anthony’s Hos- 
pital, Rock Island, Illinois, for the building fund 
for a new nurses’ home. 


—_—_—_——_ 

Watseka, Illinois—Construction work will soon 

start on the new addition to the Iroquois Hospital 

at Watseka, Illinois. Merton E. Knisely is super- 

intendent of the institution, and Perry W. Swern 

of Chicago is the architect who planned the new 
addition. 


eS eae 

Anderson, Indiana—The final plans have been 
completed for the completion of the new $300,000 
wing of St. John’s Hospital, Anderson, Indiana. 
Sister Superior Magdala expects to have the con- 


tracts let and construction started in January. 
—_<——_ 


Des Moines, Iowa—A. H. Minnis, president of 
the Broadlawns-Polk County Public Hospital, 
Des Moines, Iowa, laid the cornerstone of the new 
Broadlawns general hospital building on Novem- 
ber 16. 


—_——— 

Taunton, Massachusetts—The new maternity 
building and the new nurses’ training school of 
Morton Hospital, Taunton, Massachusetts, was 
dedicated on October 25. The new buildings, built 
at a cost of more than $300,000, add a 32-bed 
wing and a nurses’ building accommodating thirty 


nurses. 
eta 


Detroit, Michigan—Ground was broken on Sep- 
tember 29 for the new unit of the Bon Secours 
Home for Convalescent Patients, Detroit, Michi- 
gan. This new unit will accommodate thirty- 
five patients. The home is conducted by the Bon 
Secours Sisters, a community of nursing Sisters. 


————»————- 

Wyandotte, Michigan—The Wyandotte General 

Hospital, Wyandotte, Michigan, was bequeathed 

$25,000 under the terms of the will of the late 
John B. Ford. 


—_—_— 
Jackson, Mississippi—Plans are being studied 
for the construction of a central charity hospital 


at Jackson, Mississippi, to cost $4,000,000. 
——<—————— 


Independence, Missouri—Funds have been pro- 
vided for the completion of the seven-story unit 
of the Independence Sanitarium, Independence, 
Missouri. Gertrude Copeland is superintendent of 
the institution. 

—— 

Cape May, New Jersey—tThe citizens of Cape 
May County have raised $25,000 to match a like 
sum donated by Burdette Tomlin of Ocean City, 
New Jersey, for the purpose of constructing the 
Cape May: County Hospital at Cape May, New 


Jersey. 
——g———_—. 


Brooklyn, New York—Ground has been broken 
for the construction of the new dispensary build- 
ing at Cumberland Hospital, Brooklyn, New York. 
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CLASSIFIED ADVERTISEMENTS 














CONSULTANTS 


POSITIONS OPEN 








CHARLES S. PITCHER, F.A.C.H.A., Hospital Consultant 
Rome, Pennsylvania Telephone Rome 34 F 111 
Send for copy “PREVENTION OF DEFICITS” 





POSITIONS WANTED 





ASSISTANT SUPERINTENDENCY or SUPERINTEND- 
ency of a small hospital wanted by layman, aged 37. As- 
sociated with hospitals for sixteen years. Experienced in 
business and certificated in hospital administration. 
Salary secondary to opportunity. Best endorsements and 
references. Address HOSPITALS, Box B-1. 





PHARMACIST—Male, age 39, Fordham University graduate. 
Experience includes nongovernmental and state hospital 
service and teaching Materia Medica. Address HOS- 
PITALS, Box C-1. 





ADMINISTRATOR, M.D., now practicing, desires full time 
appointment as director of small hospital or assistant 
director of larger hospital. Address HOSPITALS, Box 
D-1. 





AMERICAN HOSPITAL BUREAU (Agency) 
1825 Empire State Building 
New York City 
Charlotte M. Powell, R.N., Owner-Director 
Specializirig in Superior Personnel 

ALL MEMBERS of our organization are—or have been— 
Executives in Hospitals or Schools of Nursing and are 
kecnly interested in the intelligent placement of a supe- 
rior type of personnel. 

AS WE charge no registration fee, our service can be a se- 
lective one and applicants are registered on the basis of 
Training, Experience and Personal Characteristics only. 
All information is carefully verified. 

WHETHER YOU are an Executive Officer seeking desirable 
personnel, or a member of the staff wishing to secure a 
more important position write to us and let us help you 
to find what you want. 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Palmolive Building 
Chicago, Illinois 


PATHOLOGIST—A.B., M.D. degree, eastern schools; two 
years, assistant in surgery; three-year fellowship in 
pathology; past several years, in charge of laboratories, 
fairly large hospital; diplomate American Board. H12-12, 
Medical Bureau (Burneice Larson, Director), Palmolive 
Building, Chicago. 

RADIOLOGIST—A.B., M.D., Harvard; several years’ success- 
ful private practice; eight years in charge of depart- 
ment of radiology, fairly large hospital; diplomate Amer- 
ican Board. H12-13, Medical Bureau (Burneice Larson, 
Director), Palmolive Building, Chicago. 

MEDICAL ANESTHETIST—Medical degree from eastern 
schools; two-year residency in anesthesia; two-year as- 
sociation in department of anesthesia, large teaching 
hospital. H12-14, Medical Bureau (Burneice Larson, Di- 
rector), Palmolive Building, Chicago. 

ADMINISTRATOR — Experienced medical administrator; 
A.B., M.D. degrees, state university; rotating internship 
followed by residency in hospital administration; two 
years, assistant director, fairly large hospital; several 
years, medical superintendent, hospital approximately 
500 beds; active in association work. H12-15, Medical 
Bureau (Burneice Larson, Director), Palmolive Building, 
Chicago. 

DIRECTOR OF NURSES—A.B., midwestern college; M.A., 
Columbia; gradnate of training school, teaching hos- 
pital; several ye.rs’ successful experience as science in- 
structor; four years, assistant director of nurses and edu- 
cational director, 400-bed hospital. H12-17, Medical 
Bureau (Burneice Larson, Director), Palmolive Building, 
Chicago. 





POSITIONS OPEN 





ZINSER PERSONNEL SERVICE 
1551 Marquette Building 
Chicago, Illinois 


OPERATING ROOM SUPERVISOR: Postgraduate work ; 
$115, maintenance, starting salary; Michigan. 


NURSING ARTS INSTRUCTOR: Some college work; $110- 


$125, maintenance; South Carolina. 


And many other openings for nurses, technicians, dietitians, 
physicians, nurse executives! 





INTERSTATE HOSPITAL AND PERSONNEL BUREAU 
Mary E. Surbray, R.N., Director 
332 Bulkley Building 
Cleveland, Ohio 


ASSISTANT SUPERINTENDENT: Supervising experience. 
95-bed Michigan hospital. Salary $120, maintenance. 


ASSISTANT SUPERINTENDENT OF NURSES: Experi- 
enced; college degree. 175-bed Connecticut hospital. No 
teaching. Salary $125, maintenance. (b) Two to three 
years college. Large Minnesota hospital. Salary $125, 
maintenance. 


INSTRUCTORS: Science, Nursing Arts, Clinical Instructors, 
and teaching supervisors. Excellent connections and sal- 
aries. All locations. 


SUPERINTENDENT OF NURSES: College graduate; expe- 
52000" Large state institution, central states. Salary 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Palmolive Building 
Chicago, Illinois 


ADMINISTRA TORS—(a) Medical, lay or graduate nurse ad- 
ministrator for hospital which will not be ready for oc- 
cupancy until fall of 1942; non-political, non-sectarian; 
will feature private rooms at nominal rates; South. (b) 
Assistant director, fairly large hospital; young physician 
around 30 preferred; East. (c) Medical, lay or graduate 
nurse administrator for small general hospital; New 
England. H12-1, Medical Bureau (Burneice Larson, Di- 
rector), Palmolive Building, Chicago. 


NURSE EXECUTIVES—(a) Director of nurses; 200-bed gen- 
eral hospital; minimum $200, maintenance; midwest. (b) 
Director of nurses, qualified to organize nursing service 
in 500-bed general hospital; should also be capable organ- 
izing and developing school of nursing; $250, maintenance. 
H12-2, Medical Bureau (Burneice Larson, Director), 
Palmolive Building Chicago. $ 


SUPERINTENDENT OF NURSES—Large teaching hospital 
embracing all services except tuberculosis, mental, con- 
tagious and psychiatric; training school averages 175 
students; thoroughly experienced nurse executive re- 
quired; eastern metropolis. H12-3, Medical Bureau 
(Burneice Larson, Director), Palmolive Building, Chicago. 


ASSISTANT—Assistant superintendent of nurses; degree in 
nursing education required; university hospital; mini- 
mum $135, complete maintenance; West. H12-4, Medical 
Bureau (Burneice Larson, Director), Palmolive Building, 
Chicago. 


DIRECTOR OF STAFF EDUCATION—Large general hos- 
pital; degree; teaching and nursing office experience re- 
quired; interesting opportunity; 400-bed hospital; mini- 


mum $130, complete maintenance. H12-5, Medical 
jb (Burneice Larson, Director), Palmolive Building, 
icago. 


INSTRUCTORS—(a) Splendid new 600-bed hospital, opening 
school in February, 1942; vacancies for both nursing arts 
and science instructors. (b) Theoretical instructor; small 
general hospital; Hawaiian Islands. (c) Nursing arts; 
preparation must have included post-graduate training 
or experience in obstetrics; large maternity hospital; 
$1,800, maintenance. H12-6, Medical Bureau (Burneice 
Larson, Director), Palmolive Building, Chicago. 


ANESTHETIST—General hospital; vicinity New York City; 
$125, complete maintenance. H12-7, Medical Bureau 
(Burneice Larson, Director), Palmolive Building, Chi- 
cago. 

PHYSIOTHERAPIST—To head department of physiotherapy; 
university hospital; $2,100. H12-8, Medical Bureau 
(Burneite Larson, Director), Palmolive Building, Chicago. 


DIETITIAN—Director of dietetics; should be qualified to 
give valuable suggestions in layout and planning of die- 
tary department for new hospital; must be genuinely in- 
terested approved training course for student dietitians: 
large general hospital; $300-$350, complete maintenance; 
midwest. 12-9, Medical Bureau (Burneice Larson, Di- 
rector), Palmolive Building, Chicago. 


RECORD LIBRARIAN— Qualified to organize department; 
excellent hospital; California. H12-11, Medical Bureau 
(Burneice Larson, Director), Palmolive Building, Chicago. 





HOSPITAL ACCOUNTING 





INSTALLATION of systems, yearly audits, help on account- 
ing problems by specialist in hospital accounting for 
many years. Robert Penn, C.P.A., Co-author of Penn- 
Ward System, 39 S. LaSalle Street, Chicago. 
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Brooklyn, New York—The new $1,000,000 dis- 
pensary building of the Kings County Hospital, 
Brooklyn, New York, was dedicated on October 
30 by Mayor La Guardia and medical officials. 


i ERs 

New York City—Ground has been broken for 
the construction of the Nightingale Hospital, an 
institution for the treatment of cancer, at New 
York City. The new hospital, which will be built 
and maintained by the city and staffed by Colum- 
bia. University and the Presbyterian Hospital, 
will cost $2,250,000, contain 315 rooms, and will 
be completed in 1943. 


ie 

New York City—The Kew Gardens General 
Hospital, Queens, Long Island, New York, was 
opened recently. The hospital is a four-story 
H-shaped building with a capacity of 300 beds 
and a suite of five operating rooms and five de- 
_ livery rooms. 


mee Pere TSS 

Fayetteville, North Carolina—Federal funds of 
$400,000 have been allocated to the Cumberland 
County for a new hospital building at Fayetteville, 
North Carolina, as present facilities are wholly 
inadequate and the project is necessary to the 
health and welfare of military personnel and de- 
fense workers and their families. 


decile 

Jefferson, North Carolina—The new $60,000 
Ashe County Memorial Hospital, Jefferson, North 
Carolina, was opened on October 29. Among the 
speakers at the dedicatory ceremonies were Dr. 
W. 8S. Rankin, director of the Duke Endowment, 
and Congressman R. L. Doughton. 


———<——— 

Canton, Ohio—The Mercy Hospital and the 
Aultman Hospital of Canton, Ohio, were given 
$150,000 by the Timken Foundation. 

——<g———. 

Cincinnati, Ohio—The Deaconess Hospital, Cin- 
cinnati, Ohio, according to William H. Frersing, 
superintendent, is planning the construction of a 
new 600-bed unit. 


eee Vaeees 

Cleveland, Ohio—Under the terms of the will 
of Mrs. Mary W. Woodman of Painesville, Ohio, 
the Fairview Park Hospital of Cleveland, Ohio, 
is to receive an unconditional bequest of $20,000 


in the memory of the late Samuel T. Woodman. 
a 


Warren, Ohio—Warren City Hospital, Warren, 
Ohio, has completed a building campaign to raise 
$300,000 to expand the present hospital facilities. 
A forty-foot addition to the west wing of the hos- 
pital is being built now and will be completed De- 
cember 1. This will add 30 beds and bring the 
total bed capacity to 186 beds. 

Plans have been completed for a new east wing 
which will be started in the spring of 1942. The 
east wing will have new operating rooms and de- 
livery rooms, x-ray and pathological laboratories, 
physiotherapy department and emergency rooms, 


‘124 


in addition to rooms for patients. When the en- | 
tire building program is completed the bed capac- 
ity will be increased to 225 beds: 


a 
Byberry, Pennsylvania—Ground-breaking exer- 
cises were conducted on September 25 to start the 
construction of a $6,000,000 improvement program 
at the Philadelphia State Hospital in Byberry, 
Pennsylvania. Governor James and other state — 
and city officials participated in the ceremonies, 
Dr. Charles A. Zeller was recently appointed su- 
perintendent of this institution. 


Bae hoe aah 

Philadelphia, Pennsylvania—Under the terms 
of the will of William H. Bilyeu, St. Luke’s and 
Children’s Medical Center of Philadelphia, Penn- 
sylvania, will receive a bequest of $30,000 for 
the purpose of construction of the Bilyeu Out- 
Patient Clinic. 


Bi ate ica 

Sewickley, Pennsylvania—The Valley Hospital 
of Sewickley, Pennsylvania, of which Helen Pratt 
is superintendent, has changed its name to Se- 
wickley Valley Hospital. 


——@——— 
Columbia, South Carolina — Allocation of Fed- 
eral funds to provide for a ninety-bed addition 
to the Columbia Hospital, Columbia, South Caro- 
lina, has been approved by the United States 
Public Health Service, according to Donald G. 
Duncan, superintendent of the institution. The 
present capacity of the hospital in 242 beds. 
——@—— 
York, South Carolina—The new Divine Savior 
Hospital at York, South Carolina, was dedicated 


on October 30. 


—_<>—__——_ 

Nashville, Tennessee—The Masonic Home at 

Nashville, Tennessee, has been taken over by the 

State of Tennessee and will be converted into a 
state tuberculosis hospital. 


BLS OS 

Goose Creek, Texas—Albert C. Finn, architect 
of Houston, has been asked to draw plans for the 
proposed five-story, 125-bed hospital for Goose 
Creek, Texas. 


‘ideale 

Seattle, Washington—The Virginia Mason Hos- 

pital, Seattle, Washington, is planning a new 

nurses’ home and other additions on the west wing 
to cost $200,000. 


a 
Bluefield, West Virginia—Construction has been 
started on the new five-story addition to the 


‘Bluefield Sanitarium, Bluefield, West Virginia. 


The new addition will increase the capacity of this 
institution to 175 beds. 


Sih cia iisie s 

Eau Claire, Wisconsin—The Luther Hospital, 
Eau Claire, Wisconsin, has awarded a contract 
for a new addition—the third step in their com- 
prehensive program of improvements and en- 
largement. The architects are Schmidt, Garden 
& Erikson of Chicago. 
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Vermont Hospital Association............... Dec.- 78 
Automatic sprinkler system................05. July- 97 
Autopsies—Certification of death, Hospital serv- 

OR IBS OEE TESS VS ee ORD ea era a ee ae Nov.-100 
Auxiliaries as public relations agencies, Woman’s, 

gk RG NE Di RS SE (RE ee ae PR Aug.- 56 
Auxiliaries, contribution to national defense, hos- 

PUES SION cog Pee Gio-o 6 ea ins awh ao ele ts. ¥ eam July- 46 
Auxiliaries—Volunteer service in hospitals, 

sae ory eee ea) ona SA ROA ee bck Aug.- 53 
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Babies born in hospitals, Division of Vital sta- 

tistics, U. S. Census Bureau................. July- 55 
Bacon, Asa §S., Portrait unveiled at Presbyterian 

RU MNN MINE SiG i are Scapa 1h aloo lo Shoe a wis ole a ais gases Nov.- 44 
Bacon: Library, donation for. 2.5... ..ceccec ee Nov.- 38 
Bacon Library receives valuable collection....... Nov.- 84 
Baker Memorial Hospital—Cooperative philan- 

DDIM edn.” cs thasa ves bk be oadew ws dbwees Nov.- 65 
RAGHE, SUORG SOP DOBTILDNs <5 525 ois dices ds bio sv ob exe Oct.-116 
Blood banks—organization and administration, 

RMUATYS dias Ns Meg RISO 5a ccreloss stiniasce fa s5'p2e(Gs 65 6 0 'a oe uly- 24 
BME HORE DIG NOWES. oo a5 6.6 ba vs 68 oib we ews sre lee 

eet Snr are ge July-90, Aug.-97, Oct.-89, Nov.-95, Dec.- 81 
Blue Cross plans and national defense—Ed..... Sept.- 70 
Blue Cross plans, Business and, Staples......... Nov.- 49 
Blue Cross plans, Current problems of, Rorem, 

C. Rufus, Ph.D., Rien aaa bik oles Wine Benatar ec.- 75 
Blue Cross ’plans, ’ Hospital staffs welcome, Mac- 

PRM Sot nie ducers acs Sib de oAle stele og aE Gare ine Oct.- 51 
Blue Cross plans, Public education for hospitals 

ERE ID iio e obi os acca eines ola o's dialecle ake Sept.- 38 
Blue Cross plans—See also Hospital service plans 
Book reviews—See Hospital book shelf 
Bowles, Arthur Roosevelt, M.D.—Obituary....... Oct.- 47 
Brace shop, Hospital, Reese, Lewis L., M.D.; 

SOONER CPOE Nas oak Ss aig ocd b0o & wore'e ob 0 Aug.-104 
PRA IE NN is fis Soo Ku iors 36 06.8 eo wake Oise eae Dec.- 78 
ENACT 6 ARN So o's oa lesaS ois sine disse rcs July- 65 
British hospitals planning for peace, Report of 

Merseyside Hospitals Council............... Sept.- 72 
Buerki, Robin C., M.D., appointed member of 

Medical Advisory Board of Office of Civilian 

Rr Tee eee Oe ee ee Aug.- 44 
Buerki, Robin C., M.D., goes to University . of 

PoRURMANAMEENS 6 52: Susl''o16 cata ss sbiSie-sie wie w waeveire ole oe July- 43 
Building sound enrollment for hospital service 

DIMNE, OSEPOI, BOPANAIAS 5.5% 6. 0 s:a.c a:sy0085 6 00's Sept.- 85 
Business and Blue Cross plans, Staples, Philip C..Nov.- 49 
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California, Custodial liability in, Sweet......... Aug.- 79 
Canadian Hospital Council, Resolution adopted 
aca Jails aka ide aade sovsissin te oases a WSS site iad wa ierstt om Nov.- 38 
Canadian women’s work in defense, Matthews, 

IE an Nao eos wren Sos Sl date oh wo Sie eS Nov.- 23 
Careful at all times, Be, Eckert, Anthony W.....Sept.- 29 
Castle, Wilmot—Obituary............ccccecees Nov.- 90 
Catholic Hospital Association of the United 

States and Canada— 

Convention, Twenty-sixth annual............. July- 41 

Moulinier, Charles B., Rev., S.J.—Ed......... Sept.- 69 
Certification of death, Hospital service of, An- 

BRE SLUT ERS. eb eR a en Cee ree Nov.-100 


Charts, Forms, Graphs, Tables— 
Accounting control for large hospitals, Roswell. Nov.- 28 
Comparative operating statistics from 1899 to 
1940—Bridgeport Hospital — Supplementary 
PRODI PERE GATIO 6 505 5 voy sis winless De SD MoCo were s ec.- 52 
— material for poultices, Winter; Mc- 


Ao ot OF a I ne nS July-113 
Hospital brace shop, Reese; Stambek......... Aug.-104 
Medical service for civilian defense, Emergency- 

Preparedness of hospital, Smith............ Oct.- 26 
Personnel organization, Massachusetts General 
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Physical therapy department, Development of, 

OT EA ES ey ree. ery ere Dec.- 88 


Price trend of hospital commodities, os 
51, 53, Aug.-57, Sept.-79, Oct.-100, Nov. “93, Dec. 72 
Psychiatry in general hospital, Value of, Bill- 


TS RRP rate Aen Sed ee seus ercam a ee Aug.- 30 
Safety program—Be careful at all times, 
ROE os Be eG ie Foie es b Sass ale ensioNiasiet ile Sept.- 29 
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Statistical analysis of 6600 out-patients, Fran- 


eee erence a oid hiets $4 ao %e ee AO Aa ee TOTS Sept.- 89 
Children’s hospitals, Value of convalescent home 
HOS SEENON Feo a sorsso 015.0 od 28 9 Saar ciate aves wohere Nov.- 36 


Clark, William T., M.D., appointed superinten- 
dent of Edward J. Meyer Memorial Hospital. .Nov.- 35 
Cleveland Hospital Council—Twenty-five years’ 


progress in hospital care, MacEachern........ July- 13 
Clinical laboratory, Standards for maintaining 
GR GINCIONG; GONGWAY. 560.656 voscc.e's 0 sroleie’ ofeiee.tes Sept.- 73 


Clinical procedures by nurses in large hospitals, 
Performance of, Farrand, Evelyn M., R.N.....Nov.- 25 
Clinical procedures by nurses, Legal aspect of 


WOETOLIMETIOR’ OF,  TIAVC. < vic xc otis 6 6 8d Ka.acceewe'scs Oct.-104 
RSMMTEIO ML ORGE OG G5 oie nis Waves ore$.9\ 5 Bisa etrclslvie cree sie Nov.-116 
Clinics and hospitals, Air conditioning—its use 

and: limitations in, Sheard... 065. ceceeetes ss July-102 
Clinics, pay—Out-patient costs and rates, Dunks. Nov.- 32 
Coler; Bid (6: "OpWuany.. 665-55 ices cacce cece July-101 
Colorado, Nursing education program in........ Aug.- 49 
Communicable diseases, Public health nurse in 
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Communicable diseases—Responsibility of hospi- 
tal in program of preventive medicine, Beck- 


IRD ss dicta rarer cleo ene. is oO oe nig Vielete Die ace Gialereus eons Aug.- 41 
Community hospital, Personnel problems in small 

UO sss Sie Veale Neat cine. oie aya orale ese aiutet ie « Aug.- 94 
Contribution of hospital auxiliaries to national 

defense, Brown, Walter H., M.D.............. ly- 46 
Convalescent are: of surgical patient, Wells, Don- 

ald B., M.D., Sa ee eee ug.- 16 
Convalescent oh to children’s hospitals, Value 

of, Culbertson: Wintired, RIN... ... ss crccccecss ov.- 36 
Coon, Harold Macomber, M.D., succeeds Robin C. 

Buerki, M.D., as superintendent of Wisconsin 

ROTEL OMIUE 0a. 5.5 5 conic Shiels ceed cee cee July- 60 
as re for small hospitals, Food, Bloet- ia 

RES i) FSP tee ee hk eee oe ce Ree ec.- 

Cost. of stored blood—Blood banks—organization 
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Costs and rates, Out-patient, Dunks............ Nov.- 30 
Coste. Cherkinw Resin. as. o:.3 5 0. see's cies speiele July- 47 


Costs, Service plans check pay full, McNamara. Sept.- 43 
Costs—Voluntary hospitals for profit only, Gold- 


NV DOE stat arenas area iis sib. sus o's. 5 elea rels elo iore eetene July- 27 
Courtesy—Supplementary revenue, Bartine...... Dec.- 52 
Crane, John F., appointed business manager of 

American Hospital in Britain.............:. Sept.- 45 
Custodial liability in California, Sweet, Joe G....Aug.- 79 
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Declaration of independence (Quotation, Prince- 
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Defense program, Health and welfare activities 
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Defense Public Works Divisoin of Federal Works 

Agency, regional offices and directors........ Sept.- 76 
Diary of bombed hospital, Hill, Charles, M.D.....Nov.- 56 
Dietary department—Enriched OME i ckc 6 Siew a . July-114 
Dietary department—Food waste, Burns........ Nov.- 53 
Dietary department—Purchasing of processed 

fruits and vegetables, Williams............... July- 94 


Dietary-department organization -charts—Person- 
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Dietary department—Preventing potato rot..... Oct.- 58 
Dietitian in national defense program, Barber, 

Be 5 Srecstpare dee ee PGS aie s costars Biers ereimr le Dec.- 20 
Dietitians’ contribution to nutritional program, 

THBCIMIONAS SHOUD ie. 5s <0 b sierra cosa karen aes Aug.- 19 
Drugs, dressings, special treatments—Formulat- 

ing hospital service rates, Adams............ Aug.-112 

E 
Economic and social status of all out-patients, Pe- 

riodic review of, Amberg, Ray M............. Dec.- 39 

Economic material for poultices, Winter, Eleanor 
A.; McIver, Monroe A., M.D............ uly-113 
Economics of purchasing drugs, solutions, and 
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Editorials— 

Administrative negligence................66- Dec.- 66 
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Baker, Norman C., M.D.—Obituary.......... Sept.- 69 
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Cooperative philanthropy, Baker Memorial 
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English surgeon indicts our hospitals......... Oct.- 64 
Europe’s new generation...............0ee00: Dec.- 67 
MRR OER Sg oho cca ex 6 aie\ 9 ol 6 -or0:n Revel pvetesm orads Dec.- 65 
CaP Rr WERERTO Sout 5 bie eke o 6 au We wis de diem July- 66 
Health rating plan of the OPM............... Oct.- 63 
Hospital-medical service plans............... Aug.- 69 
Hospitals and WPA trainees................. Ju-y- 68 
street Weel, Peete 4OROe . 6 o-0.5 4.0.6 cle se Grew mcr aiare July- 68 
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Medical and hospital care for old age pension- 
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Medical cfficers for military service, shortage 


lass eect aes eastern ores orig Geko rao Bd Mach oa Dec.- 65 
Moulinier, Reverend Charles B., S.J.—Obituary.Sept.- 69 
Office of pr-duction management and hospitals. Sept.- 68 
CHIE CONVENTION QUCSEO . 6 c5.s.o ob eck ccc ceases Sept.- 70 
Our hospitals at Atlantic City convention....Sept.- 67 
Purchase and delivery of hospital supplies....Aug.- 70 


Radiolcgists and hospital, M. T., MacE....... Nov.- 67 
Fed Cross roll call, Annual. 2.2.5.5 623 seca e's Dec.- 67 
Registered nurses in hospitals............... July- 65 
Rural sites fcr metropolitan hospitals........ Dec.- 66 
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Training nurses for defense...........%...... Aug.- 71 
Wise plenning needed to supply urgent demand 
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Educating women workers for hospitals, Vander- 
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Education—Federal Government supports train- 
ing of nurses for defense—Public Law 146— 


Titn Congress— THR. 4926. 0 ec. ob cts. Aug.- 28 
Education for hospitals and Blue Cross plans, 

PP UMOSEG PRE OUR oo fho-'s. 3%. oc oid advo Siew Bee SN ea Sept.- 38 
Education—Institute for hospital administrators, 

SL ee ee eon ee July-Third cover, Sept.- 80 
Education—Institute for hospital administrators, 

MLDS SOU VECRCORT ess. «5 « sia'slenslec ae nate eteais ss Sept.- 26 
Education—Institute for hospital administrators, 
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Education—Institute for hcspital and ministra- 
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Education—Institute, Iowa Hosvital Association. Nov.- 52 
Education—Training hospital pharmacist, Howil- 


MEM aia o's ald wa, are Wie ali gi dit sen eae os Bee Cte a or ar eR ea July- 61 
Education—Training laboratory technicians — 

Laboratory service in hospitals, Welsh........ July- 98 
Biers, “Marl—Opituary. « .-2..6..occdaisie de og cee Oct.-128 
Electric hazards in surgical units, Eliminating, 

matin, TiC; WRC Anes: oss ccnsine on 040 he Sept.- 35 
Electric hound tracks radium.................. Aug.- 91 
Emergency problems facing hospitals........... Dec.- 13 
Emergency room records...........-.ceceecees Dec.- 96 
England—Hospital administration under wartime 

CONCHCIONE. LIOUNOR <2. 4 bz. S008 whe 5 ee hie Dec.- 33 
Enelish hospitals—Diary of bombed _ hospital, 

MN EM soc ct heres di hay Nace plore wel rai a.e Sad wiete lees Nov- 55 


English surgeon indicts our hospitals—Ed....Oct.- 64 
Equipment and personnel in hosvital safety pro- 

gram, Importance of general, Buck, George H..Nov.- 45 
Equipment as it applies to safety in hospitals, 


Obstetrical and nursery, Busch............... Dec.-103 
MO Bee CREE orn 5 028 -rl aar a aia ale ie MGHANP kia W Sanarare Reed Aug.-110 
Kstrone (theelin), Suit charging infringement 

of patent ended by consent judgment.......... Oct.-122 
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Kurone’s new generation—Ed.................- Dec.- 67 
Exhibitors, Our, convention............00dese0- Sept.-100 
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and nursery plans, McCarty................. July- 79 
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Federal Government supports training of nurses 
for Defense—Public Law 146—77th Congress 


SSE Re SOOO oiaie'cla Plo cie setae e tele aula e Me einen es Aug.- 28 
Federal Security Agency, Health and Medical 

committee of—Important memorandum........ July- 20 
Finances—Emergency problems facing hospitals. Dec.- 13 
Finances—Supplementary revenue, Bartine..... Dec.- 52 
Financing, Hospital care insurance and _ hospi- 

SUR Eo oS hh Sage cans tS 48 Chan tces teases Dec.- 97 
Financing, hospital—New Jersey State Hospital 

Association president’s address, Howe........ July- 56 
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Fire extinguishers effective on light magnesium 

incendiary bombs, Existing water type........ Nov.- 80 
Fire hazards—Automatic sprinkler system....... July- 97 
Fire hazards—Protecting our hospitals, MacLean.July- 42 
Fire prevention and fire protection in hospitals, 


MGCIOUNOT, Sele Miso Sie cake Ode eae nanawae es July- 44 
First aid stations—Hospital preparedness, Hun- 

ROA Ga a class Oded & CRESS eee eee aeae eae ae Sept.- 72 
Floors, Falls on, Bulletin of Empioyers Mutual 

Liability Insurance Company of Wisconsin... .Dec.- 26 
PIGUF, PAPICNGG: o oiicc cveaciececeacbaccieneee as July-114 
Food cost accounting for small hospitals, Bloet- 

JON. RAMEY ACION «cic chew Neds. vecunesees 44 Dec.- 60 
Food rations (British)—Hospital administration 

under wartime conditions, Houser............ Dec.- 33 
Rood waste, Hurd. Herewi@. <<. < wcicecsccceccses Nov.- 53 
Frost, Clyde DeWitt, M.D.—Obituary.......... Aug.- 44 
Fund raising—Volunteer service in hospitals, 

WOWOR) .u.cn.csied ceaseless dave dedes tatans Aug.- 53 
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General Hospital of Syracuse expands........ Sept.- 72 


General hospital, Protection of professional and 
other personnel against tuberculosis in, Oat- 


WG Gs csco cs neu sume dated teu dadareceneu cade Aug.- 35 
General hospitals, Development of new or old 

space for tuberculosis units in, Oatway....... Nov.- 42 
General hospical, Value of psychiatry to, Bill- 

NNN old iaccrsli oe es a velota PSOE aoad cea Seas Aug.- 30 
Gifts—Supplementary revenue, Bartine......... Dec.- 52 
Gilmore, kKugene S., Unveiling of portrait of..... Dee.- 26 
Governmental hospitals, Centralized control of, 

Catia VRE ae occ waicccudee enemas cuaeed Oct.- 85 
Graham, F. E., goes to Evanston Hospital...... Dec.- 29 
Grolton, Walter J., goes to University of Arkan- 
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Hamilton, James Alexander, Our president-elect.Oct.- 13 
Hartman, Gerhard, appointed administrator of 
INGUILGML FIGM MEN o-tis4 4 culwsedceedtacanns caus Sept.- 42 
Harvard University and Red Cross—Hospital ad- 
ministration under wartime conditions, Houser. Dec.- 33 
Health and medical committee of Federal Security 
Agency appoints subcommittee on hospitals— 


PDE CCIAUIN—— Bes 3 kx ce pasednduidundadaes Oct.- 65 
Health and medical committee of Federal Secur- 

ity Agency—Important memorandum......... July- 20 
Health and medical committee of Federal Secur- 

ity Agency, Work of, Crabtree..............-. Oct.- 29 
Health and welfare activities in defense program, 

Beis: Wilbiatiied.., Pb D ee cians cw cieioia so sineernelets Aug.- 13 
Health rating plan of OPM—Ed................ Oct.- 63 
Health service for nurses and other personnel, 

EA@UORT,. SHSKRE Mis 6's:c10 n:5\ocs Sern a a Hale smne eee Aug.- 50 
Hieatine cogts CnOOMNGE ioc os ca cadena cacene aes July- 47 
Henrotin Hospital establishes new pathological 
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Hiliside Hospital dedicated. ......6..ccsscccees Nov.- 48 


Historical background of military hospitals—Mil- 
itary hospitalization in national emergency, 


GGHOMG: cee ivdlda crslnscnaenoacssatmeens cas Nov.- 13 
History—Beginn‘ngs of hospitals in United States 
Part 1, Rannite << 6c< etavcesececcnvanetuees Dec.- 68 


Hospital and medical care for old age pension- 
ers—Ed. 
Hospital Book Shelf— 
Adriani, John, M.D., The pharmacology of anes- 
GIGGING HURON oasis obo ooo onan acewaas eae July-115 
Boldnan, Charles Frederick, M.D., and Boldnan, 
Ni's W., M.D., Public health and hygiene. .July-116 
Cronkr'ght, Arthur B., and Miller, Arthur P., 


Plumbing and public health............... July-118 
Dahl, J. O., Chefs and stewards handbook for 

Quantity COOKSEY PROMEE. «... <<< eclecncescsce July-118 
Dahl, J. O., 200 ways to control food costs in 

GUBNTICY COOMGEYS 5. 2:5 .0i5:4.55 5 cco dicey Ge ewee ce July-116 
Dyer, Walter S., Practical survey of chemistry .July-115 
Dakin and Thompson, Simplified nursing..... July-113 
D-Lee, Jcseph B., A.M., M.D., and Carmon, 

Mabel C., R.N., Obstetrics for nurses...... July-118 
Eliason, E dridge L., M.D., First a’d in emer- 

ORUIOM 5 tc ae a hea wae & wa wa ears a a ordi ns aaa eas July-113 


Hemilton, Burton E., M.D.: Thoms-r. K. Jef- 
ferson, M.D.; Irving, Frederic C , M.D., The 
heart in pregnancy and the childbearing age. July-11° 
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Huffman, Edna K., R.R.L., Manual for medical 

SE AIP NOWE © Sh sans o aean ae oes eos es Oct.-128 
Kolmer, John A., M.S., M.D.; Tuft, Louis, M.D., 

nse immunology, biotherapy and chemo- 


I a aos ike okie hee ei a Ra ee kaw eis Nov.- 90 
Leeee Philip, M.D., F.A.C.S., Orthopedic sur- 
ENT NON So i song ck a Re ht sadee ve July-118 


National Health Program Committee (Harold 
W. Appice, chairman), Programs for dental 


To sn 1 55:4 e ROS vc RL EGA eden a eee hans July-118 
Pattee, Alida Frances, Dietetics............. Aug.-128 
Sands, Irving J., M.D., Nervous and mental 

ORION FON TIUNMOR, oo ook 6 ob kind vecdocees July-118 
Smith, Anne Marie, Play for convalescent chil- 

dren in hospitals and at home.............. July-118 
Sellew, Gladys, Sociology............-eeeeeee> Aug.-128 
Smith, Geedes, Plague on us.............-.¢- July-116 
Tobias, Norman, M.D., Essentials of derma- 

WO Re cer a aes 'cls by vidce'gs mae sled July-118 

Hospital care insurance and hospital financing, 
ON FEIN is <6 5 oa Sica euu es cis be eens yee Dec.- 97 
Hospital care, Twenty-five years’ progress in, - 
NEN ois 60 o 5.0: 5 bara pe stealsian ee se oe ces July- 13 
Hospital Industries’ Association—Convention let- 
ter of greeting, Hooper, George J............ Sept.- 99 
Hospital medica ‘library, Geist, Donald C., M.D 
MME hing 5 45s oS sie dbioce ba vs eth bs o:5-0 oo le a8 "Nov.- 85 
Hospital-medical service plans—Ed............. Aug.- 69 


Hospital Planning and Plant Operation— 
Air conditioning—its use and limitations in 


clinics and hospitals, Sheard............... July-102 
Automatic sprinkler system...............64- July- 97 
Brace shop, Hospital, Reese; Stambek........ Aug.-104 
Eliminating electric hazards in surgical units, 

PINE cian aig b8s ac eS wien o wi, 6 o's 9 'b.b'9.0'8 FRE Sept.- 35 
Emergency problems facing hospitals......... Dec.- 13 
Filing of roentgenograms, Natiariend sie eke ose Oct.- 93 
Hospital edsaiuloteation under wartime condi- 

tions, Houser ........ ee Mie a ole eases! 60s Dec.- 33 
Noises in water pipes, Controlling............. Oct.- 60 
Physical therapy department, Development of, 

MURR Gs oie se cs5is ioe discs caig Siti os Sra ore ie ee Dec.- 88 
Protecting hospitals against war hazards..... July- 74 
Tuberculosis units in general hospitals, Devel- 

opment of new or old space for............ Nov.- 42 
VOMUINTIDS TNE OW oois 5 5 iis ivccie cc ese sacee cs July-112 
What can hospital do about noise?, Neer- 

a ee eee ee eee ee eee eee eee Dec.- 42 
Hospital preparedness, Hunter, Margaret I..... Sept.- 71 
Hospital service plan executives, Institute...... Aug.-111 
oo service plan news—See Blue Cross 

plans 


Hospital service plans, Building sound enroll- 
ee RIE ee ae reer, Sept.- 85 
Hospital service plans development—Presidential 
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Hospital service plans, Hospitals and, Sorg, H. 
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Hospital service plans—Hospital care insurance 

and hospital financing, Oseroff............... Dec.- 97 
Hospital service plans—National health is de- 

fense item number one, Goldwater........... Dec.- 27 
Hospital service plans should pay full costs, Mc- 

oe RRS ee Ey Ee en een: Sept.- 43 
Hospital service plans—Voluntary hospitals for 

profit only, Goldwater............seseeeseees July- 27 
Hospitals in United States, Beginnings of—Part 
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Hotel rates for convention week in Atlantic City.Sept.- 60 
Housekeeping organization charts—Personnel or- 
ganization, Massachusetts General Hospital, 
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Indian Service hospitals—Hospital administra- 
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Indigent patients injured in automobile accidents, 

State tax to pay for care of (Oregon)......... Dec.- 41 
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Institute for hospital administrators, New York 
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Institute for hospital service plan ccnaaives.. .Aug.-111 
Institute, Iowa Hospital Association............ Nov.- 52 
Institutes on accounting and purchasing, First..July- 81. 
Institute on hospital accounting, Students...... Aug.- 96 
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Interns, ‘American hospitals and Latin American, 
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Internship, Choice of, Oppenheimer, Russell H., 
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Internship worth while, Making, Agnew, Harvey, 

DDD e so aseip Wk Spa w ih aa bile se Rha Ia ew eels beans Nov.- 39 
Interns, residents, medical students — Military 

services, memorandum regarding ............ ec.- 45 
Inventory control of purchases, Pratt, Cornelia 

Wi aks oa Mina aoe ble. ced pee bigaiaio @aceis nraimateterete eceree elelaee Nov.- 89 
ae perpeutal — Purchasing procedure — 

TUTPOUGME. bi i5i0 sive eine sR Ceci ae eee es Nov.- 76 
oneal WICORGL 956k 6 \c.6 aisrere ee a leinie alee pete, 37ach Oct.- 60 
J 
Jones, Colonel Percy L.—Obituary...........-. Sept.- 26 
Junior League service in hospitals, Meyer, Rich- 
WOVE i. URE rol a pia oi stds ok Saseeae Reo eE calle Dec.- 85 
L 
Laboratory control for institutional laundry, 

Mack, Pauline Beery, Ph.D.; Krawiec, Joseph 

HO OODLE, TROL BCO WY 6s vic. 6 sin ts tree ae Ne Ges 4s uly- 58 
Laboratory for ligatures, New (Johnson and 

SEITE acs oy oles ahah: ls a ose: Sietele wala eiloue aie whe eee ov.- 94 
Lenny service in hospitals, Welsh, Cath- 

MANAG 5: «Sk oe ta tam allo eons ahale ghee 6 eaten oaks Wee July- 98 
Laboratery, Standards for maintaining an effi- 

cient clinical, Galloway..............sseeee. Sept.- 73 
Laboratory technicians, State licensure versus 

voluntary registration of, Ikeda.............. Dec.-110 
Lamb, “SyGNCY, CAPTICR OR icccs singe cece et ee se Aug.- 46 


Large hospitals, Accounting control for, Roswell. Nov.- 27 
—_ American interns, American hospitals and, 


isle Wetec alaiersuatesG! gichs' ee. oie eCalh eis eee ser etetaye wate ept- 32 
pe gr nad Toate OU ERONO. So oo lies tia esac as July- 73 
Laundry and power plant, Treating water for 

OT PORIOH WR ic src sas eos ois Fe See ARTEL S Ea Sales Aug.- 55 
Laundry department organization chart—Person- 

nel organization, Massachusetts General Hospi- 

BEE CADW, as sit ins G's one c-coesensiers ee a Woo eee vielen oe July- 35 
Laundry—Extractor GRETAIIOR <5 )56.5 ts ese cee seees July- 80 
Laundry, Laboratory control for institutional, 

MACK: Wrawiee> «COODET ....0.6% iecs os eties ee0 mes July- 58 
Law and Legislation— 

Administrative negligence—Ed. ............. Dec.- 66 

ee of death, Hospital service of, An- 

MBEAN tins oe 0k wo Bars wee pore cles wwie eee e's > Nov.-100 
cwxtodiel liability in California, Sweet....... Aug.- 79 
Economics of purchasing drugs, solutions, and 

AMEE I ITEIOL sa Fog ooio o's, ori eto e clacsiatdlare alk ,o70'¥" 6:6 Nov.- 58 
Federal Government supports training of 

nurses for a Law 146—77th 

Congrete—T. RR: 4926 |... oc cciwcccsccscegeees ug.- 28 
— ae ciation. Pecubiekial ad- 

EONS AGEs occc o/s inte so Galas Sissi oe ele aie ws ct.- 18 
Lanham Bill, H.R. 4545—Ed...........ceeeeee July- 68 
Medical and "hospital care for old age pension- 

BE ele oaks Srcleca. ciolexsaveie ae ao ojelgreieceoW aacete ecm Aug.- 69 

S. 1652 (Bill to provide care in private hospi- 

tals for U. S. military and naval forces)..... July- 85 
State tax to pay for care of indigent patients 

injured in automobile accidents (Oregon) ...Dec.- 41 
Suit charging infringement of estrone (theelin) 

patent ended by consent judgment.......... t.-122 
Taxes, Excise (Revenue Act of 1941)—Ed....Dec.- 65 
Training nurses for defense—Ed............. Aug.- 71 

Legal aspect of performance of certain clinical 
procedures by nurses, Hayt, Emanuel......... Oct.-104 


Legal Decisions Important to Hospitals— 
Action by student to recover damages for in- 
juries received when chemical apparatus ex- 
HLCM oC UIAMITL) sre so'6 01 6075 Westeca wy, Sinieio s-6-0;056'0c9 Sept.- 83 
Carelessness of doctors and nurses resulting in 
breaking of plaintiff’s rib, Whether hospital 


16 Tire TOP COREL) oN oss scctec be wecisedecec Aug.-102 
Damages for malpractice, ‘ewe hospital and 
doctors are liable for (N. Y.).........0e005 Sept.- 82 
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Death of patient resulting from falling out of 

bed, Hospital liable for (Okla.)............ Sept.- 81 
Failing to furnish safe apparatus for doctor’s 

use, Hospital guilty of negligence in (Ill.)..July- 85 
Illegal operation of nursing home (Pa.)...... Dec.- 19 
Injuries caused by burns, Hospital liable a ier 
eS ept.- 
Injuries from fall on stairs causing death of 

patient, State hospital liable for (N. Y.)...Sept.- 82 
Liens upon recoveries for injuries, Whether 

Hospitas: Can: claim: CN. ¥ ) és a0 vas vee oe ene Dec.- 19 
Loss of dentures —— negligence of special 

nurses, Hospital not liable for (N. Y.)..... Sept.- 82 
Medical lien law not retroactive CWash:) 65. cc% Sept.- 84 
Negligence causing burns from electric heat 

pad, Hospital liable for (Ga.) Sept.- 81 
Negligence resulting in plaintiff’s fall from 


Military services, memorandum regarding— 
medical students, interns, and residents 
Nurses of University Hospitals of Cleveland 
cooperate Sept.-142 
Nurses returning to nursing field, Courses in 
modern methods for graduate, Burr 
Office of production management and hospitals 
d Sept.- 68 


Priority rating for health supplies including 

hospitals, clinics, and sanitaria, Official plan 

for Sept.- 40 
Protecting hospitals against war hazards July- 74 
Purchase and delivery of hospital supplies— 

Ws 6 die wisn deine See a a ecdeed sede re de aes Aug.- 70 
Red Cross issues appeal for nurses July- 89 
Registered nurses in hospitals—Ed July- 65 


vedi county hospital is liable for 

alif. 

Radium burns, Whether doctor was acting with- 
in scope of his employment when careless- 
Mn CUNEO. Cri iins ¢ sinie'e sista o's! co's hima wie Ju 


Aug.-102 


Scarcity of hospital personnel and its solution. Nov.- 
See also Preparedness program 
S. 1652 (Bill to provide care in private hospi- 

tals for U. S. military and naval forces) ....July- 
Telephone service for hospitals in war disasters. July- 
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Training nurses for defense—Ed Aug.- 71 
U. S. director of civilian defense announces 
training of one hundred thousand volunteer 
nurses’ aides Sept.- 
Water type fire extinguishers effective on light 
magnesium incendiary bombs, Existing Nov.- 
Wise planning needed to supply urgent demand 
foP: More NURSE EG... od s'ce nice cesisccovcews July- 
M National emergency, Keeping trained personnel 
in physical therapy department during, Bost. .July- 
National emergency, Military hospitalization in, 
Reynolds 
National health is defense item number one, 
Goldwater, S. S., M.D., 
National Hospital Day—Hospital administrator 
and public relations, Zita, Sister Sept.- 23 
National Hospital Day prize winners - 50 
National preparedness, Nurse recruiting for— 
Important memorandum 
News notes of interest to haspital field 


Relative of patient is liable for hospital bill, 
Whether (N. Y.) 
Tax on hospital service plan, Attempt to levy 
(Ohio) Aug.-101 
Library material—Purchasing procedure—Part 
II, Burroughs Dec.- 47 
Loans and grants—Lanham Bill, H.R. 4545—Ed..July- 68 


Maintenance—Checking heating costs 

Maintenance department organization chart — 
Personnel organization, Massachusetts General 
Hospital, Orlov 

Management of hospital, Behan, R. J., M.D., 
MEARE cla tipritere ciel iis cles wclee aiemegncek sd culc.ees ae Oct.-112 

Massachusetts General Hospital—Personnel or- 
ganization, Orlov 

Maternal mortality 

Maternal mortality—correction 

Maxwell, Mary M., goes to University of Iowa 
Hospitals N 

McGill Commodity Service, Inc., Price trend of 
hospital commodities 
....duly-51, Aug.-57, Sept.-77, Oct.-99, Nov.-91, Dec.-72 

— and hospital care for old age pensioners 


July-122, 
Aug.-124, Sept.-138, 148, Oct.-124, Nov.-118, Dec.-120 
New York institute for hospital administrators 
July-45, Dec.- 63 
Noises in water pipes, Controlling, Science News 
Letter 
Noise, What can hospital do about?, Neergaard, 
CAO one Leisoos aad beasdisatedensacdaaas D 
Nurse recruiting for national preparedness— 
Important memorandum 
Nursery plan, Remodeled operating room and, 
McCarty 
Nurses’ aides, U. S. director of civilian defense 
announces training of one hundred thousand 
volunteer 
Nurses and other personnel, Health service for, 
Liguori, Sister 
Nurses for defense, Training—Ed 
Nurses in hospitals, Registered—Ed 
Nurses in large hospitals, Performance of clin- 
ical procedures by, Farrand 
Nurses, Legal aspect of performance of certain 
clinical procedures by, Hayt 
Nurses of University Hospitals of Cleveland co- 
overnmental hospitals, Coffe ; operate Sept.-142 
Mohler, Henry K., M.D.-Obituary ° = Nurses, Rating schedule for graduate, Evans...Aug.- 26 
Nurses, Red Cross issues appeal for J 89 
N Nurses returning to nurst.g field, Courses in 
modern methods for graduate, Burr, Mary....Dec.- 91 
Nurses, Wise planning needed to supply urgent 
demand for more—Ed July- 67 
Nursing and hospitals, University relationships 


—Ed. Aug.- 69 
Medical committee, Work of health and, Crabtree. Oct.- 29 
Medical-hospital service plans—Ed A 
Medical library, Hospital, Geist 
Medical records librarians’ school has university 
affiliation 
Medical service of Army of United States, Fitts, 
Francis M., M.D 
Medical staff—Making internship worth while, 
Agnew 
Medical staff problems—TIntegrating social serv- 
ice in hospital, Emch 
Medical students, interns, residents — Military 
services, memorandum regarding 
Mid-west institute for hospital administrators. ..Aug.-116 
Military hospitalization in national emergency, 
Reynolds, Charles R., Major General (Ret.)...Nov.- 13 
Military services, Memorandum regarding Dec.- 45 
Milwaukee county plan—Centralized control of 


National Association of Purchasing Agents— 
Purchasing procedure—Part II, Burroughs. ..Dec.- 
National Defense— 


Blue Cross plans and—Ed 

Certificates of priority—Ed July- 

Contribution of hospital auxiliaries to, Brown. .July- 

Corps-Area surgeons, Advisory committee to. .Dec.- 

Defense public works division of Federal Works 
Agency, Regional officers and directors 

Dietitian in, Barber 

Emergency problems facing hospitals 

Gases in warfare—Ed 

Hospital preparedness, Hunter 

Lanham Bill, H.R. 4545—Ed 

Medical officers for military service, shortage of 


Medical service of Army of United States, 
Fitts 
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between schools of, Keuhn 

Nursing department organization chart—Person- 
nel organization, Massachusetts General Hos- 
pital, Orlov 

Nursing education program in Col 

Nursing—Federal Government supports training 
of nurses for defense—Public Law 146—77th 
Congress—H.R. 4926 

Nursing load 

Nursing profession and national defense, 
Stewart 

Nursing—Public health nurse in control of com- 
municable diseases, Willhoit 

Nutritional program, Institutional dietitians’ 
contrimation t0;--Lathe. «is sce cn ck cevincc cous A 


60 














oO 


Obituaries— 


Baker, Norman C., M.D.—Ed................ Sept.- 69 
Bowles, Arthur Roosevelt, M.D............... Oct.- 47 
ee RASSe ee eee eae ras orn eae Nov.- 90 
ES SAE RRS IG abe cae BP toe ued aller ere pn a Pe July-101 
WN RE so biog ye inc oF cele bh oseces U Mialswisig2e wipes Oct.-128 
Frost; Cipde DeWnt, BMD. oc secs ees ss Aug.- 44 
Goodale, Walter S., M.D—To his “Lang 
ME RNS ovis oo GS abe ooo hr a ek ew aee Nov.- 66 
SORDE, MOOMINEL PREOT Banc ss os cis vives as'e 8 oie0 8 Sept.- 26 
LT AIS gat) aS OS 8 RAR Ae Se a ea July- 23 
Moulinier, Charles B., Rev., S.J.—Ed......... Sept.- 69 
pe | Cr 8 Palle ae ani Se rm Nov.- 52 
Mea RN rh ea ss gb o's csivls wie ei Saie'e Cine July- 23 
Sharples, Caspar Wistar, M.D................ Sept.- 79 
Vaughan’ Mrs. W: Mae, RN.... 2 esc oo cies be Oct.- 47 
Obstetrical and nursery equipment as it applies 
to safety in hospitals, Busch, M. L., M.D...... Dec.-108 


Obstetric department—Babies born in hospitals, 
Division of Vital Statistics, U. S. Census 
POT a cs WG We ao eee care ibaa Was eM MEM FeO July- 55 


Ed. 
OPM (Office of Production Management), Health 
rating plan of—Ed O 
Old age pensioners, Medical and hospital care 
ik. 7, ESN TER SSR Seber atria Seer sep Seen rm ame Aug.- 69 
Operating room and nursery plan, Remodeled, 
McCarty, Franklin B., 
Out-patient costs and rates, Dunks, Abbie E....Nov.- 30 
Out-patient department—its problems, Wessels, 
RAAMOPUA NG cs CAMD VED Gis as'5: vio by0b 9: 04 ears obo shaserhia's > Aug.- 92 
Out-patient department organization chart—Per- 
sonnel organization, Massachusetts General 


NRE IS PA ces ina re July- 38 
Out-patients, Periodic review of economic and so- 
CIA] BURCUS: OF GIL, AMDOLS so 65 6 i.ecass ola es ss Dec.- 39 
Out-patients, Statistical analysis of 6600, Fran- 
OR atin ais ania 2 Oe a coisictal tices Cibo oie binttis Sisraewiae Sept.- 89 
Pp 
Pare, Ambrose (Quotation).......... Aug.-Fourth cover 


Parran, Thomas, Surgeon General, (Letter) 
Federal Government supports training of 
NES LOT CHET ONO so 55c,5.6 s0Gisig ois bs Se sek oie Aug.- 28 

Pathology department organization chart—Per- 
sonnel organization, Massachusetts General 


RAEI OROIEOY | ie eee a ci Waiaees vie 850.0 bie Meals July- 33 
Patients think, What some, Vollmer, Philip, Jr...Oct.- 55 
Personalizing hospitalization, falter, TH: G.. : 5. Oct.-118 
Personnel in hospital safety program, Impor- 

tance of general equipment and, Buck........ Nov.- 45 


Personnel in physical therapy department dur- 
ing national emergency, Keeping trained, Bost, 


vig sha tale, OHNE: Feb ISR PER OR A sae oi mei ar eR July- 54 
Personnel organization — Massachusetts General 
PROSDICAL, COPIOV, “MLOPTON 5 6.5.6! <5. 6. 0.0.6.0: 5004's 0s ce 000 July- 28 
Personnel policies in view of present conditions, 
ee la cada = Saat Oia, UD at eR ec.- 16 
Personnel Problems— 
Be careful at all times, Eckert.............. Sept.- 29 
Emergency problems facing hospitals......... Dec.- 13 
Health service for nurses and other personnel, 
MGPNNOE A. SOA MIOE TU Gs a2 son 0c sion o ece ea ase see Aug.- 50 
Hospital administration under wartime condi- 
RAGIN MEG BOLS Sos) a i5.c sis Sislore a Ve sims eh ear Dec.- 33 


Hospitals should study their wage plans, Place. Oct.- 61 
Pharmacy and storeroom may function as one 

unit in 150 bed hospital, Stout............. Dec.- 79 
Small community hospital, Walker, Mildred F..Aug.- 94 
Medical service of Army of United States, 

SPN oi s.s ote tos oe 8.5 Sih ta Denke wap tetas AORTA July- 21 
Protection of professional and other personnel 

against tuberculosis in general hospital, Oat- 

PR iva ss shigasaile oh a okt as kick ae en ee a ke Aug.- 35 
Penaieaiion SS II, Burroughs....Dee.- 47 
Rating schedule for graduate nurses, Evans... Aug. - 26 
Responsibility of hospital in program of pre- 


ventive medicine, Beckwith................ Aug.- 42 
Risks in wartime bombing.................. Aug.- 59 
DATOCY 10) TOBDIORIS) POMC 65 oak. 5 sigs is cicses oo oe July- 86 


Scarcity of hospital personnel and its solution. Nov.- 18 
Standards for maintaining an efficient clinical 
ERDOLRUOTY, SrMMOWBY © 50s sic.:6 0's 0b v.'c Barer ese Sept.- 73 
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Purchasing— 


Agent and sales managers, Relationship be- 

THOR, FAIMONGOP 53650: «sie vise. 5 8 e-apiis eee es Aug.- 88 
A AONS A IROMENUIUL ; 4 5'0' wield ’s Gee's soe d sie-a, spare. Dec.- 95 
AleGHGl, TAODTODY! 6.0% snared ty ees ecis ee ce ca Oct.- 60 
CR RNORTO 1OEIIOE oso '6 ci oem dk Oo tein lan bse piacere toa Oct.-102 
Bid basis, Procedure for, Wolf, E. C......... Aug.- 38 
Drugs, solutions, and gases, Economics of, 

OUMMNER S Vehk a ans bis bie eYee ate b Oblesai ns ars Seeetele cals Nov.- 56 
Emergency problems facing hospitals......... Dec.- 13 
APIO NEN OUP! 5 sa5e oreo hla s wid oe 62 cae See July-114 
First institutes on accounting and............ July- 81 
Institutional dictitians’ contribution to nutri- 

tional program, Lothe.. 2.2... ccc see ee sees Aug.-19 
Viet tis” We TATE o ein oe Sip hte 8 ce eia viele e Sept.- 67 


Processed fruits ‘and vegetables, Williams, 

NEE GA Rp ate A Rea Pata pice A aaa uO er ge July- 94 
Preventing Potato LOt . s..< 6oie s sin es: e Ske esas os Oct.- 58 
Price trend of hospital commodities, McGill. . 

.July-51, Aug.-57, Sept.-77, Oct. -99, Nov.-91, Dec.- 72 
Priority rating for health supplies "including 
hospitals, clinics, and sanitaria, Official plan 

: Oc) pie xen atively hve RAM Reni ie ge petla eer ceCee Sept. 40 

Pharmacist, Training the hospital, Howiler..... July- 61 
Pharmacy and storeroom may function as one 

unit in 150 bed hospital, Stout, Merrell L., 

M.D. 


pate fei cabehu nT Mngt natu Beta IA aot ST Sg: pig tale e 9a S Dec.- 79 
Pharmacy—Economics of purchasing drugs, so- 
lutions and: gases, Wuquac. 6 6c. 6. oe cee eee Nov.- 56 
Philanthropy, Cooperative—Ed. ............... Nov.- 65 
Physical therapy Se Development of, 
AW eGR, SATORU T Lis, GMD ue. < ois.s5%0) 60/0: as! binie.0tbus Dec.- 88 


Physical therapy department during national- 
emergency, Keeping trained personnel in, Bost.July- 54 


Potato: Vou, yETe VNC x5: 59525 aise c:suelssaas/e1e's vse « Oct.- 58 
Poultices, Economic material for, Winter; Mc- 
| Ee Sameer Rees Pee ora ee ten rn ere sre RU nr eI a July-113 
Preparedness in the hospital—symposium....... Oct.- 20 
Defense measures for eo hospital, Prac- 
tical, Envcelbach; As<G. ME eDiiicc o's 3 <ojecee cas Oct.- 37 
Health and medical nil Poser Work of, Crab- 
UPC: AIC Cisse Die 5 os wei biai ales iso nels ela e's Oct.- 29 
Individual’s health as defense measure, Main- 
taining, “ones, “HiVerett OW ie s.cicwis see ccese's ct.- 40 
Nursing profession and national defense, 
Shere eG, Ola ch. say: viv ies iievenscarsie oroisi ears wees Oct.- 33 


Preparedness of hospital, Smith, Winford H., 
AOR U De SeNer cs pia lace bo Care? sles e ato We lecs) whW star serd wveteen Oct.- 20 
Priority problems of hospital, Luce, Milton H..Oct.- 27 

Preventive medicine, Responsibility of hospital 

pene of, Beckwith, Charles J. W., M.D., 


ral BL eng Sept.-77, Oct.-99, Nov.-91, Dec.- 72 
Principles governing blood bank—Blood banks— 

organization and administration, Corwin...... July 24 
Principles in minimum standards for hospitals— 
Twenty-five years’ progress in hospital care, 


DGGE OO CIF 2 orcraiote ial ck sas aici oc Totvnavavascfalsls:o le aioe orev July- 15 
Priorities——Office of production management and 

RRS lg. 655 Sicisi oie cna svae clea s- walalereveisia-eéo-e’s ept.- 68 
Priority, Certificates of —Ed............ccceee: July- 66 


Priority rating for health supplies including hos- 
pitals, clinics, and sanitaria, Official plan for.Sept.- 40 
Protecting our hospitals, MacLean, Basil C., 
MUNCH Deo siaksle scavacdinvatavereee velo o7s apete: sracwioueraiciscarem ere July- 42 
Protection of professional and other personnel 
against tuberculosis in general hospital, Oat- 
way, W. H., dr., M.D......--.seeeeenrecsees Aug.- 35 
Psychiatric hospital in large city, Bowman, Karl 
Se rereliegsiavan ake tote eyutarWinste etbr sterecervrolareinte aterela Dec.-101 
Psychiatry to general hospital, Value of, Billings, 
PONGEE tA, ORM 55 fog ce Asha, 9 070 chad «Sw Ola ED Aug.- 30 
Public education for hospitals and Blue Cross 
plans, Rorem, -C. Rattus, PAID eo... .uiceces oc Sept.- 38 
Public education—Preventive medicine, Respon- 
sibility of hospital in program of, Beckwith. ..Aug.- 41 
Public health—National health is defense item 


NUMPEr ONE; GOL WALER iso oc ob. os ke ve Se B08 ee Dec.- 27 
Public heaith nurse in control of communicable 
diseases, Willhoit, Margaret, R.N............ Aug.- 23 
Public hospital management, Career ‘in, Ellis, 
William J., LL.D MW a foc header rar ahha aPoar ct.- 80 
Public Relations agencies, Woman’s auxiliaries 
SU ERIE cS et cola ial Bg eaten os Sie aoe: sine oare Aug.- 56 
Public relations, Hospital Administrators and, 
WHEN, TIBEOE 56.6. iai Sa ee ee GAO Oh cE LEE a Sept.- 23 
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Public relations, Hospital, Deutsch, Armand S...Dec.- 30 
Purchase and delivery of hospital supplies—Ed..Aug.- 70 


Purchases, Inventory control of, Pratt.......... Nov.- 89 
Purchasing Procedure, Burroughs, Paul L. 
DOME Diet Scio wila orgs cso a Ure aielaseoy cre'e picleclateraie(v'els Nov.- 73 
MURTUME Shot aa oak seine ew Wales ds Saloon eee nen Dec.- 47 
Q 
Quennell, Willard L., M.D., goes to Union Me- 
REISER IORTIER oo vier cho os eee ks a ele eawewes Aug.- 37 
R 
Radiologists and hospitals—Ed................. Nov.- 66 
Radium, Electric hound tracks................ Aug.- 91 
Radium should be protected in wartime......... Aug.- 46 


Rates, Formulating hospital service — drugs, 
dressings, special treatments, Adams, Van C..Aug.-112 


Rates, Out-patient costs and, Dunks........... Nov.- 30 
Rates, Should hospitals raise?—Ed............. Nov.- 65 
Rating schedule for graduate nurses, Evans, 
ero ce a ivtelaiacisiardiece: aia ct one Sek ard Santee Aug.- 26 
PACER CRISIIOGLE 5S. > ci vinrala-asginia sie wae wa bere Nov.-116 
Records, clinical—Filing of roentgenograms, 
REIN INN IS ca alatale viele aca ts wit oie wiatelbséies Oct.- 93 


Records department organization chart—Person- 

nel organization, Massachusetts General Hospi- 

RR Np CN ERR oar sore. cca cree vial eia oral ti ave: arate tio mai eiel orais July- 37 
ECOFGS, FNMCFEONCY TOOK «0.606 65k cso oe ale aiece Dec.- 96 
Records in control of surgery in small hospital, 

Value of adequate, Baker, Henry K., M.D.....Oct.- 56 
Red Cross and Harvard University—Hospital ad- 

ministration under wartime conditions, Houser. Dec.- 33 


Red Cross issues appeal for nurses............. July- 89 
Red Cross nursing service recruiting—Impor- 

SEVENOT TITEIMOTENOEND o3's ce ese orsicneiecereve ute weere are July- 20 
Red Oeose, voll Call—-Wa. oc ccc ct cease ces bene Dec.- 67 


Relationship between purchasing agents and sales 
managers, Auslander, 
Reserve hospitals, U. S. Army, List of—Military 
hospitalization in national emergency, Rey- 


ME ere hea csava a cia cave phase datateres cane oe hak abe al Nov.- 17 
Revenue, Supplementary, Bartine, Oliver H...... Dec.- 52 
Rhees, Morgan J., M.D.—Obituary............ Nov.- 52 
Roentgenograms, Filing of, Sutherland, Charles 

Pe RINEF aroheo. ie opal ebie-h e-em om Sie eae alates ero e ame ct.- 93 
Rowlette, Avery P., M.D., resigns.............. July-101 
Rural sites for metropolitan hospitals—Ed...... Dec.- 66 

Ss 
Safety in hospitals, Buck, George H............ July- 86 


Safety program—Be careful at all times, Eckert.Sept.- 29 
Safety program, Importance of general equip- 


ment and: personnel Mm, Buck... -..<cctec eee « Nov.- 45 
Salaries—Hospitals should study their wage 

BILE RCO 5.55 oe arar'at sr 6corere oe'ee, ciledtve esl AeerNG Oct.- 61 
Salaries—Rating schedule for graduate nurses, 

SAREE <P Sat Seer cs brea cava, grates ha hiro w oie roi hoor wa Ak Aug.- 26 
Salesman’s value to hospital, Brines, W. Stuart.Sept.- 27 
Sauer, George—Obituary ...........cccccecces July- 23 


Scarcity of hospital personnel and its solution. ..Nov.- 18 
Schools of nursing and hospitals, University re- 


lationships between, Keuhn................-. Nov.- 60 
Sealy, John, Hospital to build new unit......... Aug.- 44 
Self study and personal development, Salsbury, 

Clarence G., M.D., F.A.C.S., F.A.C.H.A....... Aug.- 45 
Service plans should pay full costs, McNamara, 

i OMMIMI ED orbs ita: sinuous Sie in oho PM are eh Sept.- 43 
Sharples, Caspar Wistar, M.D.—Obituary...... Sept.- 79 
Small hospital, Personnel problems in community, 

eet ONE eld ay a tigigiw ct dates pt Aug.- 94 
Small hospitals, Effective control of surgery in, 

RVI LE Mclean ce) lee; 6:19: dl Wik oi eW erei'n, ecnalava awa wad ct.- 59 
Small hospitals, Food cost accounting for, Bloet- 

oe eg TE REE TEE TET ECE E TTT Tee Dec.- 60 
Small hospital, Value of adequate records in con- 

trol OF mupmery im, Balter... oo... od ods ceiesess Oct.- 56 
Social Security Act—Medical and hospital care 

for old age pensioners—Ed...............000. Aug.-69 


Social service department organization chart— 
Personnel organization, Massachusetts General 


ee ec En ania eigenen July- 40 
Social service in hospital, Integrating, Emch, 
Sy a odo gees ce, Dec.- 24 


Southwestern institute for hospital administra- 
WOE MNO ee a So lieve oit.s have ations © oer barewio ihe Sept.- 26 
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Staff, medical and surgical, organization chart— 
Personnel organization, Massachusetts Gen- 
eral Hospital, Orev ©. ..s ce cecads dese cesses July- 32 
Standards for grades of agricultural products— 
Purchasing of processed fruits and vegetables, 


Williams .....cccccsceces er ee -+++-duly- 94 
Standards for maintaining an efficient clinical 

laboratory, Galloway, Josephine M...... jee ees Sept.- 73 
State licensure versus voluntary registration of 

laboratory technicians, Ikeda, Kano, M.D...... Dec.-110 
Statistical analysis of 6600 out-patients, Fran- 

GE MIE aso canes cho ecwe cuca tees nema Sept.- 89 
Statistics—Babies born in hospitals, U. S. Cen- 

Hii PANO = occa en kc ess cticwavesncenescew ed July- 55 
Statistics—Need for hospital beds.............. Oct.-116 


Statistics—Personnel risks in wartime bombing. Aug.- 59 
Statistics—Progress in hospital care, Twenty- 


five: years’, MESGIRGHOUN. 6 05s cceccscceddecsus July- 18 
Statistics—Registered nurses in hospitals—Ed...July- 65 
Stephens, Graham F., joins R.C.A.F............ Dec.- 29 
Storeroom and pharmacy may function as one 

unit in 150 bed hospital, Stout................ Dec.- 79 
Surgery in small hospitals, Effective control of, 

Peasy, Ws sas leas cc bac cas averouenceus Oct.- 59 
Surgery in small hospital, Value of adequate rec- 

OFUS. ik CONEEGE OF,  OMOE e 5 «cc cc ccideecciewas Oct.- 56 
Surgical ligatures, New laboratory for......... Nov.- 94 


Surgical patient, Convalescent care of, Wells...Aug.- 16 
Surgical units, Eliminating electric hazards in, 


POM 5 cece cg th discs wasvadesnesamnadas Sept.- 35 
Syracuse General Hospital plans new construc- 

CGH s Uicaa enemas atincewewaaadeeds .duly- 60 
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Taking hospitals into account, Ward, Percy..... Dec.- 56 
Taxes—Emergency problems facing hospitals....Dec.- 13 
(PeiGas. RCI S | dc oik cca cc cSeen cane dusceeees Dec.- 65 
Tax to pay for care of indigent patients injured 

in automobile accidents, State (Oregon)...... Dec.- 41 


Telephone service for hospitals in war disasters.July- 73 
Training hospital pharmacist, Howiler, B. T....July- 61 
— x-ray technicians, Garland, L. Henry, 


Trial balance difficulties?, Reeves, Robert H.....Nov.- 81 
Trustees, organization chart—Personnel organi- 

zation, Massachusetts General Hospital, Orlov.July- 31 
Tuberculosis hospital for Houston, New........ Nov.- 38 
Tuberculosis in general hospital, Protection of 

professional and other personnel, Oatway....Aug.- 35 
Tuberculosis pavilion at Riverside Hospital, 

INOW vcs consloce bane awantonsiwntet aeetedasns Nov.- 41 
Tuberculosis units in general hospitals, Develop- 

ment of new or old space for, Oatway, W. H., 


Os MOS «vse dace cetera badass celta eee Nov.- 42 
Twenty-five years’ progress in hospital care, Mac- 
Bachern, Maleoli 3. Milks <<< cccscceciacecs July- 13 
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U. S. director of civilian defense announces 
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WUYAGR RIGOR. <6 c .acice caocadaducesesen dues ac Sept.- 84 
U. S. Public Health Service questionnaire— 
Scarcity of hospital personnel and its solu- 


COUN ic cece ceadedeswadodes Geese dewacenaes Nov. 18 
Universities confer honorary degrees on hospital 

SOWMMGATACRORS, 5, cain ccededwwscncat oete dela July- 73 
University Hospital of Cleveland cooperate, 

IRUENCUE GE (oc oie e «vse ae cin celnacas seu cawee wats Sept.-142 


University relationship between schools of nurs- 
ing and hospitals, Keuhn, Ruth Perkins, R.N. 


ome St UelS Wiel e Wein ad Wade Wace Cae cee ea eee wala ea Nov.- 60 
Vv 
“V” also stands for volunteers, Stanley, Harold, 

Bs Site Sen teow san kes dor oa wad easla eae Cee ct.- 43 
Vaughan, Mrs. W. Mae, R.N.—Obituary........ Oct.- 47 
Ventsiatiiansilets NGW:. <6. iiccceceecccencadcas July-112 
Visitors, consideration for—Personalizing hos- 

partenbemetbioy, (HMO os ose ooo ois wee ees ata w ned Oct.-118 
Voluntary hospitals for profit only, Goldwater, 

Roisg, DMG a covey nisl a's ni'w'a's's's @ dl cornwell waren ane July- 27 

Volunteer service—Educating women workers for 
hoapitale:.“VandeMmany © <.. 40 cea ce-ecewaemawaees Nov.- 20 


Volunteer service in hospitals, Power, Monna E..Aug.- 53 
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— League service in hospitals, 

eyer 

Veluntoet workers—Contribution of hospital 
auxiliaries to national defense, Brown 
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War hazards, Protecting hospitals against 
Washburn, Frederic A., M.D., American. Hos- 
pital award for meritorious service 1941 con- 
ferred on Sept.- 19 
Water type fire extinguishers effective on light 
magnesium incendiary bombs, Existing 
Welfare activities in defense program, Health 
and, Ellis Aug.- 13 
Wesley Memorial Hospital, Dedication of new 
(Chicago) 


Wickenden, Homer, goes to Flower and Fifth 
Avenue Hospitals .. Aug.- 5 

Wilinsky, Charles F., M.D., is recipient of hon- 
orary degree of master of arts, Harvard Uni- 
versity 

Wordell, Charles A., accepts superintendency of 
Hospital for Children, an Francisco 

Workmen’s compensation insurance rates—Safe- 
ty in hospitals, Buck 

WPA trainees, Hospitals and—Ed. ............ July- 
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X-ray department organization chart—Personnel 
organization, Massachusetts General Hospital, 
Orlov 

X-ray technicians, Training, Garland 
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ODAY’S higher occupancy percentage, with 

a simultaneous shortage of nursing person- 
nel, necessitates time-saving and labor-saving 
equipment in the hospital. Modern bedpan ap- 
paratus reduces to a simple sanitary procedure 
the otherwise laborious task of emptying and 
cleaning bedpans and urinals. Nurses’ energies 
are thereby conserved for more important 
duties. Improved care of patients’ bedpans and 
urinals is assured. 


Let us send detailed information with installa- 
tion data covering exposed and recessed types 
of bedpan and urinal apparatus. 








SCANLAN-MORRIS COMPANY 


Hospital Equipment and Sterilizing Apparatus 
MADISON, WISCONSIN 
OPERAY LABORATORIES STILLE DIVISION SCANLAN LABORATORIES, INC. 


Surgical Lights LP bale plot- VGN bat-ta ab baat:baba- Surgical Sutures 
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CONGRATULATIONS to 


Fairmont General Hospital 


Opened just a, year ago to replace the former Cook 
Hospital at Fairmont, W. Va., the new 150-bed 
Fairmont General Hospital has “been able to show 
a 20% saving in laundry expense” with its American- 
equipped laundry. 


























of 
, 11 makes 
gentienen* gui study Of on Laundry 


We are proud to have been selected to collaborate 
with architect L. D. Schmidt of Fairmont in. plan- 
ning Fairmont General Hospital’s fine, modern 
laundry. We are proud, too, that the equipment we 
installed has performed so well. Yet, we are fully 
aware that a big share of the credit for the splendid 
results accomplished are attributable to capable, 
efficient management. So, on Fairmont General 
Hospital’s first anniversary, we extend our hearty 
congratulations to Superintendent Charles E. Vada- 
kin and his deserving staff. 


Our helpful Laundry Advisory Service is available 
to hospitals of every size, without cost or obligation. 
If there is a laundering problem confronting you, we 
invite you to write. 


The 


O@uh)} +4AMERICAN LAUNDRY MACHINERY COMPANY 

ay” ASK FOR AN CINCINNATI, OHIO 
AMERICAN . om 
LAUNDRY bE. + 8 . 4 
ADVISER ays 
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The Cyrene t Monel metal NOR- 
WOOD CASCADE Washers and American 
O. T. Extractor, with American ZONE-AIR 
Tumbler at extreme right, in Fairmont 
meral Hospital’s new, splendidly equip- 
ped laundry. 


American NURSES’ UNIFORM Unit for Ye 
fine quality machine-finishing of nurses’ uni- 
forms and other hospital apparel at Fair- 
mont General Hospital. 


All linens for the hospital; and nurses’ home 
are beautifully ironed on this American 4-Roll 
STREAMLINE Flatwork Ironer. 


me 





FOR THE ANEMIAS 


@ According to medical history, the first accurate report of 
a case of pernicious anemia was made in 1822. For more 
than a century thereafter the disease continued to be al- 
most universally fatal. Arsenic and transfusions were used, 
but did little more than postpone the issue. Then in 1925 
came the studies of Whipple and Robscheit-Robbins, fol- 
lowed by the work of Minot and Murphy, which soon led 
to the liver extracts so widely prescribed today. 

Eli Lilly and Company is proud to have had a part in 
this development. It was the Lilly man in your territory 
who first placed liver extract, in any form, at your dis- 
posal. Since that day in 1926 the Lilly line of liver prepa- 
rations has been widely extended and greatly improved. 


Here is a partial list: 








PREPARATIONS FOR ORAL USE 
PRODUCT DAILY DOSE 

AAVOP MORMON ARUY . Ko os 5 :s55% s'caracdee@ensastee dose 3 vials 

Pulvules ‘Extralin’ (Liver-Stomach Concentrate, Lilly). ..12 pulvules 

Pulvules ‘Extralin B’ (Liver-Stomach Concentrate with 


Vitamin B Complex, Lilly)................0.eeeeeee 9 pulvules 
Pulvules ‘Lextron’ (Liver-Stomach Concentrate with 
Ferric Iron and Vitamin B Complex, Lilly).......... 12 pulvules 


Pulvules ‘Lextron Ferrous’ (Liver-Stomach Concentrate 
with Ferrous Iron and Vitamin B Complex, Lilly)... .12 pulvules 


Elixir ‘Lexoprin’ (Liver Concentrate, Lilly)............. 1}4 fluid ounces 
Elixir ‘Lexoprin Compound’ (Liver Concentrate with 

Ferrous Iron and Vitamin B Complex, Lilly)......... 1)% fluid ounces 
‘Hepovex’ (Liver-Stomach Extract, Lilly)............... 9 grams (approximately 


n 3 level teaspoonfuls) 

‘Hepovex Compound’ (Liver-Stomach Extract with Iron 
and Vitamin B Complex, Lilly)..............e.0e0 9 grams (approximately 
3 level teaspoonfuls) 


PREPARATIONS FOR PARENTERAL USE 


PRODUCT DAILY DOSE 
Solution Liver Extract Crude, Lilly, 1 injectable U.S.P. unit per ce....... lee. 
Solution Liver Extract Crude, Lilly, 2 injectable U.S.P. units per cc...... 1/2 ce. 


Solution Liver Extract Purified, Lilly, 5 injectable U.S.P. units per cc..... 1/5 cc. 
Solution Liver Extract Purified, Lilly, 10injectable U.S.P. units per cc.....1/10 ce. 
Solution Liver Extract Purified, Lilly, 15injectable U.S.P. units per cc.....1/15 ce. 
‘Reticulogen’ (Parenteral Liver Extract with Vitamin Bi, Lilly)......... 1/20 ce. 





ELI LILLY AND COMPANY 


PRINCIPAL OFFICES AND LABORATORIES 


INDIANAPOLIS, INDIANA, U. S. A. 
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PRODUCTS OF 


BAATER 


LABORATORIES 


BAXTER’S UNIFIED PROGRAM 





Intravenous Solutions, Transfusion Equipment, 
Plasma and Serum Preparation Equipment 


Baxter provides an integrated service with one 
standard container, closure and tubing set connec- 
tor, and one valve for drawing and aspirating. 
There are no complicated attachments or special 
routines. The interchangeability and simplicity of 
accessories make Baxter techniques easy to teach, 
and enable the operator to become proficient in a 


fraction of the time usually required. Because Baxter 














BAXTER 


CHICAGO 


PRODUCTS OF 
GLENVIEW, ILLINOIS; COLLEGE POINT, NEW YORK; ACTON, ONTARIO; LONDON, ENGLAND 
PRODUCED AND DISTRIBUTED IN THE ELEVEN WESTERN STATES BY DON BAXTER, INC., GLENDALE, CALIFORNIA 
we DISTRIBUTED EAST OF ROCKIES BY : : 


AMERICAN HOSPITAL SUPPLY CORPORATION 





techniques are completely closed, no special precau- 
tions against contamination are necessary. 
Purchasing economies result, for all material is 
ordered from one source and the hospital secures 
the benefit of quantity discounts. Office routine is 
eliminated, for there is only one order, one receiving 


record, one invoice, one payment to be made; time 


saving considerations in any busy hospital. 


‘NEW YORK 








We will gladly supply you 
with either or both of the cards 
illustrated here, at no cost to 
you. Just tell us “how many”. 





e Today’s little economies are important in 
helping to meet tomorrow’s BIG needs. 
Hospital personnel ... the janitor to the 
superintendent ...can effect countless little 
savings of time, materials and other re- 
sources that will add up to MATERIAL 
SAVINGS for essential Defense, Civilian 
and Hospital applications. 


Start at the beginning. Buy what you need 
for current use...from a thoroughly depend- 
able source of supply. And buy on a basis 
of “special suitability for hospital service.” 


Understanding this emergency, the Will 
Ross organization is set up to work closely 
with you on all of your Hospital Supplies 
problems, other than food and drugs. You 
can use us as your own Supply Depart- 
ment... with more than 6,000 items of spe- 
cialized hospital merchandise from which 
to select what you need. 


Saue witle KENWOOD Cellulose 
- Folded KERCHIEFS 


* @ Dispensed without waste, from 
handy, self-service boxes which con- 
tain 100 Kerchiefs(50 folded sheets), 
these practical sickroom accessories 
represent definite economies. Ken- 
wood Kerchiefs are satisfactory sub- 
stitutes for gauze and other materials 
in pneumonia cases; as ether wipes, 
post-operative tonsil napkins, etc. 
i Their soft, cellulose body gives a 
complete feeling of ‘‘adequacy’”’ 
without taking a handful. Econom- 
ical to BUY — Economical to USE. 


WILL ROSS, Jac. 


Quality Hospital Supplies Milwaukee, Wis. 
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Patients appreciate the good “‘bedside manner” an institu- 
Interfolded for tion Scie when it crane convenient Celluwipes. 
They’re interfolded to dispense conveniently through the 
narrow slot, and only one double-thick Celluwipe can be 

dou ble-ply stre ngth withdrawn at a time, thus preventing wasteful use. 
: Soft, thin yet strong, these are the original interfolded 
disposable tissues—the same kind most people prefer in 

a nd g reate r their own home. 

‘ Celluwipes have practically unlimited utility—useful not 
only as handkerchiefs, but as instrument wipes, vaccination 
economy or umbilical guards, bloodcount wipes. Celluwipes are 


useful in every department. 


@As an example of Curity’s contribution to modern hospital © 
service, Celluwipes are outstanding. Not content with standard (= 
sizes and dispensers for disposable tissues, Curity studied 
hospital needs and designed special sizes and containers. The 
long-continued acceptance of Interfolded Celluwipes is one 


( ’ » 
more bit of evidence that Curity products are serviceable urity 


and economical. 


LEWIS MANUFACTURING CO « BAUER & BLACK 
2500 South Dearborn Street, Chicago a “J 
Divisions of The Kendall Company 


RESEARCH TO IMPROVE TECHNIC, REDUCE COSTS 
December, 1941 


















ERs erines YOU MANY 


INDICATIONS FOR ULTRAVIOLET.... 


AND FOR THIS MODERN, LOW-PRICED G-E LAMP 


The benefits you and your patients enjoy when 
you use G-E ultraviolet equipment are always 
many. But they are perhaps seldom more impor- 


tant than in winter when so many seasonal ail- 
ments may be associated with a lack of ultra- 


violet. All of which suggests now as the ideal 
time to look into the possibilities this widely use- 


ful assistant may hold for you. 


Known as the Model “F” because it is the newest 
development in a famous series, it has many im- 
provements which make it preferable clinically as 
well as economically. The F's intense radiation, 
for example, is richest in those spectral bands 
agreed to have the most beneficial physiologic 
effects. Because this radiation is uniform both in 
quality and quantity, treatment dosage is always 
accurate. And treatments take little time because 
the dependable Uviarc burner builds up quickly 
to its high intensity output. Then, like all General 
Electric products, you can depend upon the Model 
F's design and sturdiness for long, trouble-free 


life, and low operating cost. 


Simple to use—convenient—efficient—the Model 
F would prove its value to you as it has to a host of 
users throughout the world. Further information re- 
garding seasonal and standard indications for ultra- 
violet, and the Model F Lamp will gladly be sent 


to you. Simply fill in the coupon and mail it today. 


8 





GENERAL @ ELECTRIC 
X-RAY CORPORATION 


2012 JACKSON BLVD. CHICAGO, ILL., U. S$. A. 


Please send me clinical, catalog, and cost data 
on the G-E Model F Ultraviolet Lamp. 


Name 





Address =m 
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Lon the Stay-ai-Aome 


..Petrogalar 


Available at all 
Pharmacies 

in 5 Types : : ; P . 
wraith 4 Shut in—No exercise—Appetite off—Sluggish bowel, all suggest 






the use of Petrogalar to assist Bowel Habit Time. 


Petrogalar Plain adds unabsorbable fluid to the bowel content 
to encourage regular, comfortable elimination by purely mechanical 
means, free of habit-forming tendencies. 


Children and adults alike enjoy the delightful flavor of Petrogalar. 


It is easy to take, either from a spoon or in water, as desired. 


*Trade Mark. Petrogalar is an aq s jpension of pure mineral 


oil each 100 cc. of which contains pure mineral oil suspended in an 
aqueous jelly containing agar and acacia. 












Petrogalar Laboratories, Inc. + 8134 McCormick Boulevard + Chicago, Illinois 
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Nurse's Bed H-1808 


with FLOATING SPRING 


This bed is strong, neat, attractive, and is equipped with the Hall 
Corner Lock which maintains bed rigidity at all times. 


It has the hour glass coil spring construction, which features the 
Hall Floating Spring, giving a buoyancy which brings restful com- 
fort to the nurse. It has no cross bars or bottom supports to inter- 
fere with flexibility. ; 


Its sanitary design does away with dust gathering corners and 
ledges. It is rustproofed ... and can be had in attractive white 
or plain color finish. 


By its contribution to proper rest this bed is truly an aid to increased 
nursing efficiency. 





HALL HOSPITAL BEDS are mace of extra 
heavy steel tubing, butt welded with 


Dependable 
< chilled or welded joints: have Hall Corner 
Construction Locking device which keeps them rigid 








throughout their long life. 





FRANK A. HALL & SONS, New York, N. Y 


Offices: 118-122 BAXTER ST. Member of Hospital Industries’ Association 





Salesrooms: 25 WEST 45th ST. 








The Buy for 
1942 


WILLIAMS’ STANDARD 


CAPES 


@ EXCELLENT MATERIALS, 
FINE WORKMANSHIP, MAKE 
THESE CAPES AN _ OUT- 
STANDING VALUE. 


@ SEND FOR SAMPLES AND 
PRICES TODAY. 


@ INTERN SUITS 
GOWNS, OPERATING 
SUITS, GRADUATE 
AND STUDENT 
NURSES UNIFORMS 


MEMBER HOSPITAL 
INDUSTRIES ASSOCIATION 














C. D. WILLIAMS & COMPANY H 1241 
246 South Eleventh Street, Philadelphia, Pa. 


Please send folders describing........--.++-- penne 











4 What Shall I Give? B 
THE JOURNAL! 


Where will she spend Christmas, your friend who 
has gone away? 


In an Army camp, in Alaska or Iceland, or in a 
distant state? 


With the Navy on a hospital ship, or at a naval 
station? 


Or “trouble shooting” for the U. S. P. H. S.? 
Or—??? 


Thousands of nurses will spend this Christmas 
in new surroundings. Other thousands will be 
carrying heavier responsibilities than last year. 
Wherever she may be, at Christmas and through- 
out the year to come, your friend will think yours 
the perfect gift if you send 


The American 


JOURNAL OF NURSING 


_ | enn Tee eye Pe err ee eer eee ee 1790 Broadway New York, N. Y. 
Street & No... 1... cece cece eee c ccc ccccecccees 1 year $3 2 years $5 
CRP we cae Be eS « aiefe a alee © Seiba Ge Oe cia alelo's 
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th in a series, to show “‘Axis of Vision’ 
for various Surgical operations. 


Precise Light Angulation Vital in Laparotomy 


The Solution — A Castle Operating Light. 
Not only can it be pre-adjusted to a basic 
position, anywhere within a 7-foot circle, but, 
during the operation, it can be precisely ad- 
justed—at the touch of a fingertip—to pro- 
ject the full concentration of light along the 
axis of vision, regardless of the angle the in- 


The Problem — Different patients impose 
different lighting problems. Location of or- 
gans, obesity or emaciation of patient, char- 
acter of operation—all may affect the angle 
of the incision. Yet, light must be projected 
to the bottom and uniformly along the sides 
of every incision. The path your scalpel is 
to take must be adequately illuminated. 


Write for booklet “Vision In Surgery” 


cision takes. 


WILMOT CASTLE COMPANY, 1276 University Avenue, Rochester, New York 


CASTLE LIGHTS 


December, 1941 
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Season's Greetings 


O 


ITH almost all of the world at war, one may well question the propriety of 
continuing this year the custom of extending Christmas and New Year greetings. 
The hospital primarily is a symbol and an agent of peace, even though its history 


is dotted with periods of military uses. 


In this sick and unhappy year of foreign aggression and domestic discord, however, 
it may be well for the hospital field to consider the holiday season as a time for taking 
stock. Inevitably in the years that lie ahead, the voluntary hospital will have to adjust 
itself to alterations in economic and social patterns, provoked by war and its sequelae. 
Extremists on the one hand predict revolutionary changes in hospital care. Extremists 
of an opposite stripe complacently stand for a status quo. But the average good hospital 
is too valuable a social instrument to be sacrified either to private interests or to political 
itch. If intelligence and courage guide the American hospitals during the coming year, 
our institutions will not only serve the common good, but will retain public confidence 
and good will. This implies not only attention to the problems of today, but also planning 
for those of tomorrow. The hope should be that any change will lie mainly in an increase 


of the usefulness of the voluntary hospital to the community. 


In this hope of freedom from fear in the hospital field, I extend the season’s greetings 


and good wishes for 1942 to the members of the American Hospital Association. 


NSS 





President, American Hospital Association 
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4c the Semissbovet 


Tre pianist runs his fingers over the keys and the fluid notes 
of a Beethoven sonata drift through the air. Subtle harmonies 
and richness of tone depend on the sensitivity of bare fingers. 
And the efficacy of the surgeon’s work as well, is based on 
the same sensitive response. That is why most surgeons and 
hospitals prefer “SR” Stanparp gloves. For these are the 
gloves that give the tactile sensitivity of bare hands. The deli- 
cacy of the tissue-thin rubber belies their strength and finger 
freedom. Users tell us that the proof is conclusive—“SR” 
Wie sscailin Waa nll ee STANDARD gloves stay “live” and resilient long after ordinary 


STANDARD gloves in three types: BROWN LATEX, gloves have outlived their usefulness. For utmost satisfaction 


WHITE LATEX, and BROWN MILLED with banded Vails Yeuainaes 
wrist ...all easily identified by the “SR” seal. and economy, specify SR” STANDARD. 


THE SEAMLESS RUBBER COMPANY, NEW HAVEN, CONN. 


“SR” 





Blow, bugles of battle, the marches 
of peace; 

East, west, north, and south let the 
long quarrel cease; 

Sing the song of great jop that 
the angels began; 


Sing of glory to God and of good 
will to man! 


—W hittier 











